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FOREWORD 
\  *  t  >  ■  «  ■  ■  • 

The  "Evaluation  of  Medicaid  Spend-Down"  Report  represents  the  find- 
ings of  a  research  project   (.Contract  number  SRS-74-58)   conducted  for  the 
Social  and  Rehabilitation  Service    of  the  Department  of  Health,  Educa- 
tion and  Welfare,     The  study  was  conducted,  and  the  report  written,  by 
members  of  Urban  Systems  Research  and  Engineering,   Inc,,  Cambridge, 
Massachusetts . 

The  Spend-Down  project  was  directed  to  three  major  study  objectives 

©  To  analyze  the  implementation  and  administration 
of  the  spend-down  program  among  several  States; 

©  To  determine  various  characteristics  (socio- 
demographic,  economic,  behavioral  and  health 
care  utilization)  of  successful  and  unsuccess- 
ful spend-down  applicants  compared  to  other 
Medicaid  populations;  and 

©  To  estimate  the  spend-down  participation  rate, 

i.e.,  the  extent  to  which  the  potentially  eligible 
spend-down  population  is  actually  enrolled  in 
Medicaid.  . . 

To  meet  these  objectives  the  implementation  of  spend-down  was  analyzed 
in  five  State  Medicaid  programs  - —  Massachusetts,  North  Carolina,  Mary- 
land, Michigan  and  Utah.     Furthermore,  a  case  record  review,  personal 
survey,  and  compilation  of  Medicaid  claims  data  were  conducted  for  suc- 
cessful and  unsuccessful  spend-down  applicants,  as  well  as  control 
groups  of  medically  needy  and  categorically  needy  Medicaid  recipients 
in  the  first  three  of  the  study  States.    It  should  be  noted  that  the  re- 
cipient group  analyzed  did  not  include  long-term  care  recipients.  Fi- 
nally, a  computer  simulation  of  the  eligibility  process  was  developed 
for  one  State   (Massachusetts)   in  order  to  determine  the  spend-down  par- 
ticipation rate. 

Nine  report  volumes  have  been  developed  to  present  the  study  find- 
ings.    These  in  total  constitute  the  Final  Report  for  the  "Evaluation 
of  Medicaid  Spend-Down."     The  general  organization  of  the  Final  Report 
is: 

©  Volume  I  -  Executive  Summary  and  Overall  Evaluation  of 
Medicaid  Spend-Down 
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©  Volume  VI 


©  Volume  IV 


©  Volume  V 


©  Volume  II 


©  Volume  III 


Study  Analysis  for  Massachusetts 
Study  Analysis,  for  North  Carolina 
Study  Analysis  for  Maryland 
Study  Analysis  for  Michigan 
Study  Analysis  for  Utah 


©  Volume  VII 


Survey  Data  Tabulations  « —  Massachusetts, 
North  Carolina,  and  Maryland 


©  Volume  VIII 


Medicaid  Eligibility  and  Claims  Data  — 
Massachusetts  and  North  Carolina 


•  Volume  IX 


Spend-Down  Participation  Rate 


Volume  I  summarizes  the  overall  study  findings.     Volumes  II  through 
VI  consist  primarily  of  case  studies,  while  VII  and  VIII  are  data  com- 
pilations.    Volume  IX  is  a  separate  report  describing  the  development 
and  results  of  the  simulation  model  for  determining  the  spend-down 
participation  rate. 
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1.0  Title  XIX:     Policy  and  Program 

1.1  Administrative  Structure 
1.1.1  Background 

Title  XIX  was  established  in  Michigan  by  State  Public 
Act  321  in  June  1966.     The  governor  appointed  the  Department 
of  Social  Services   (DSS)   to  be  the  single  state  agency 
charged  with  administering  Medicaid  in  Michigan.     Title  XIX 
was  readily  enacted  because  federal  matching  brought  con- 
siderable fiscal  relief  from  the  burden  of  already  existing 
medical  programs  in  the  state, ^  and  because  the  prevailing 
political  atmosphere  in  the  state  at  that  time  favored  ex- 
pansion of  health  and  welfare  programs. 

Michigan  had  had  approximately  thirty  years  of  exper- 
ience administering  its  own  health  programs  before  adopting 
Title  XIX.     In  the  1930' s  it  established  an  Old  Age  Assis- 
tance program  with  a  limited  medical  component,   a  corollary 
of  the  Federal  Emergency  relief  program.     At  the  same  time, 
in  1938  the  City  of  Detroit  began  an  emergency  hospitali- 
zation program,  protecting  the  indigent  from  medical  cri- 
ses.    Eventually  all  the  counties  followed  suit,  establish- 
ing the  County  Hospital  Aid  program  as  part  of  the  General 
Assistance  program,   funded  wholly  by  county  monies.  This 
program  still  exists,  although  now  limited  to  the  adult 

T 

Some  sources  estimated  that  counties  were  relieved 
of  approximately  3C%  to  50%  of  the  financial  burden  of 
state  health  programs. 
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population  ineligible  for  Medicaid  with  benefits  including 
hospitalization,  physician  office  calls,  prescriptions. 
Another  program,  the  Emergency  Assistance  program,  pro- 
vided emergency  hospitalization.     This,  too,  exists  today 
for  primarily  migrant  workers  who  are  not  eligible  for 
Michigan  medical  assistance. 

When  the  Kerr-Mills  MAA  program  was  pioneered,  Michi- 
gan became  one  of  the  forerunner  states.     To  illustrate 
Michigan's  activity  under  Kerr-Mills,  the  state  was  one 
of  the  five  that  as  a  group  absorbed  88%  of  the  total  funds 
distributed  under  the  program. 

The  rapid  adoption  of  Title  XIX  was  not  only  the  logi- 
cal conclusion  of  this  accumulation  of  experience  with 
public  medical  programs.     The  fact  that  there  was  a  steady 
history  of  such  medical  assistance  policies  in  Michigan 
is  the  result  of  a  fundamental  political  predisposition 
towards  social  programs  in  the  state  which  can  be  explained 
in  part  by  the  make-up  of  the  state  legislature.  Approxi- 
mately one-half  of  the  state's  population  is  located  in  Wayne 
County   (Detroit) ,   and  a  large  proportion  of  the  remainder  is 
centralized  in  the  other  major  urban  centers.     Thus,   there  is 
a  majority  representation  of  urban  areas  in  the  state  legis- 
lature influencing  a  political  commitment  to  distinctly 
urban  problems  and  the  needs  of  the  urban  poor  and  elderly. 


2 


Other  factors  contributed  to  the  rapid  enactment  of 
Title  XIX.     Michigan  was  experiencing  a  significant  econ- 
omic boom  in  the  1960 's,  making  a  comprehensive  medical 
program  feasible.     A  succession  of  governors  and  DSS  Di- 
rectors had  business  backgrounds  and  brought  with  them  an 
interest  and  commitment  to  good  management  and  operating 
efficiency  in  state  programs,  perhaps  the  most  marked 
characteristic  of  the  Michigan  Medicaid  system  at  the  pre- 
sent time.     Adoption  of  Medicaid  meant  the  potential  for 
expanding  and  refining  the  existing  smaller  scaled,  less 
comprehensive  medical  programs  in  the  state. 

After  only  four  months  of  planning,  Title  XIX  was  im- 
plemented in  October  1966  with  an  initial  caseload  of  ap- 
proximately 350,000  recipients  and  with  two  fiscal  agents — 
Travellers  Insurance  Company  handling  long  term  care  pay- 
ments and  Blue  Cross/Blue  Shield  all  other  vendor  payments. 
A  very  liberal  schedule  of  benefits  was  adopted  for  all 
recipients . 

Many  dimensions  of  that  original  program  radically 
changed  within  the  next  seven  years.     By  1973  the  caseload 
had  more  than  doubled  to  approximately  772,300  recipients 
per  month. ^    After  the  first  year,  expenditures  had  ex- 
ceeded projections  so  that  as  a  means  of  budget  trimming, 
some  benefits  were  excluded  from  the  program  and  the  bene- 
fit package  was  limited  for  different  categories  of  recipients. 

"*"In  June  197  4  the  caseload  had  reached  903,9  28  recipients. 
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In  June  1969  the  contract  with  Travellers  expired, 
and  to  fulfill  the  function  of  long  term  care  invoice 
processing  and  payment,  the  Medicaid  Management  Division 
of  the  State  DSS  was  created.     In  an  effort  to  reform  ap- 
parrent  inefficiencies  in  the  management  of  Michigan 
Medicaid,  the  legislature  and  governor  encouraged  the  DSS 
Director  to  sponsor  a  study  of  the  operation  and  capabili- 
ties of  the  program.     Touche-Ross  management  consultants 
performed  the  analysis,  targetting  the  need  for  a  reliable 
and  easily  accessed  data  base  on  recipients  and  a  new  fis- 
cal agent  for  the  entire  program. 

As  a  result,  the  Client  Information  System   (CIS)  was 
developed  and  installed  between  1970  and  1972.     The  DSS 
won  in  competitive  bidding  for  the  role  of  fiscal  agent 
for  the  Title  XIX  program,  and  the  Bureau  of  Medical  As- 
sistance   (BUMA)  was  created  for  this  purpose.     The  parti- 
cipation of  Blue  Cross/Blue  Shield  was  phased  out  by  1973, 
at  which  time  BUMA  was  paying  all  providers''"  at  approximately 
25%  lower  administrative  costs. 

1.1.2     Present  Administrative  Structure 

It  is  important  to  note  at  the  beginning  of  this  des- 
cription that  a  new  Director  of  DSS  assumed  office  in 

^The  number  of  providers  participating  in  the  program 
doubled  in  response  to  these  changes  as  well  as  additions 
to  the  benefit  package. 
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February  1975.     Collection  of  information  for  this  admin- 
istrative analysis  occurred  in  March  1975  before  the  Di- 
rector had  opportunity  to  make  any  major  changes  in  the 
structure  of  his  department.     This  commentary  thus  applies 
more  appropriately  to  the  administrative  mechanisms  at 
work  before  Dr.  Dempsey's  appointment. 

The  major  actors  in  the  Michigan  Medicaid  system  are 
the  State  DSS,  the  central  adminstrative  organ  for  Title 
XIX;  nine  regional  offices,  basically  extensions  of  the 
state  office  charged  with  supervising  the  implementation 
of  the  program;   and  the  local  Departments  of  Social  Ser- 
vices  (one  in  each  of  eighty-three  counties  and  district 
offices  in  Wayne  County  and  other  large  counties)   who  are 
responsible  for  determination  of  eligibility  for  medical 
assistance,  as  well  as  redeterminations  and  terminations 
of  Medicaid  cases. 

More  specifically,  the  state  office  performs  two  major 
functions  in  administering  the  Title  XIX  program.  Eirst, 
it  does  all  policy  planning  and  decision  making  on  the  eli- 
gibility requirements  and  income  levels  for  Medicaid. 
Further,   it  is  singularly  responsible  for  writing  and  dis- 
seminating all  policy  and  procedural  regulations  for  eli- 
gibility determination,  procedures  for  handling  cases,  etc. 
These  functions  are  performed  by  the  Assistance  Payments 
Division,  which  administers  all  money  payment,  service, 
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as  well  as  medical  assistance  programs.     Since  the 
focus  of  this  division's  activity  centers  around  the  client 
and  his  dealings  with  the  system,  the  planning  and  main- 
tenance of  the  Client  Information  System   (CIS)   is  located 
in  this  part  of  the  administrative  structure. 

The  other  major  function  of  the  state  office  is  being 
the  sole  fiscal  agent  of  the  Medicaid  program,  which  in- 
volves cost  settlements,   invoice  processing,   and  payment, 
etc.     This  is  performed  by  the  Bureau  of  Medical  Assistance 
(BUMA) ,  which  was  created  especially  for  this  purpose. 
Due  to  its  contact  with  providers  through  invoice  process- 
ing, BUMA  has  assumed  all  dealings  with  providers  in  the 
implementation  of  the  program:     providing  technical  as- 
sistance, writing  procedural  manuals  and  directives,  formu- 
lating policy  on  provider  participation  in  the  program — 
their  licensure,   the  reimbursement  rates,  etc. 

This  division  of  tasks  and  responsibilities  in  the 
Title  XIX  program  is  graphically  represented  in  the  organ- 
ization chart  in  Exhibit  I.     There  is  a  structural  as  well 
as  functional  separation  within  the  Department  between 
BUMA  and  Medicaid  policy.     The  latter  is  subsumed  in  the 
Assistance  Payments  division,  which  also  handles  the  public 
assistance  program.     It  has  taken  time  for  medical  assis- 
tance to  establish  itself  in  this  division:     the  Medical 
Assistance  Manual  was  made  into  a  volume  separate  from  the 
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Assistance  Payments  manual  in  1972.     To  date  there  is  no 
specialized  training  program  for  MA. ^ 

In  the  early  days  of  Michigan  Medicaid,  the  State 
formulated  policy  and  supervised  its  implementation  at 
the  local  level.     However,  the  tremendous  growth  of  the 
program  made  it  increasingly  more  difficult  for  the  State 
to  monitor  the  activities  of  the  local  offices,  as  well 
as  to  distribute  information  to  them.     The  need  for  an  in- 
termediary and  closer  contact  with  the  localities  was 
clear.     Thus,  nine  regional  offices  were  created  to  pro- 
vide local  supervision,   local  technical  assistance,  local 
policy  clarification,  and  local  training. 

Besides  these  functions,   the  regional  offices  are  re- 
sponsible for  the  staffing  of  local  offices  and  the  devel- 
opment of  their  budgets.     At  this  point,   the  regional 
offices  have  assumed  the  role  of  intermediaries  to  such 
an  extent  that  there  is  little  contact  between  the 
State  and  county  DSS's,  and  the  State  receives  no  direct 
feedback  from  the  localities  on  the  implementation  of  the 
policies  they  formulate.     The  only  feedback  the  State  DSS 
receives  is  through  the  filter  of  the  regional  office. 

The  structure  of  the  regional  offices  varies  accord- 
ing to  the  size  of  the  region  itself.     Essentially,  report- 
ing to  the  Regional  Director  is  an  Assistance  Payments 

 1  ;  

Until  the  present  time,  MA  has  been  given  one-balf  a 
day  in  a  two-week  ADC  training  course  for  new  workers.  A 
strictly  MA  training  program  is  currently  being  planned. 
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Director  and  a  Services  Director.     These  two  supervise 
the  activities  of  their  staffs  of  technical  assistants, 
program  specialists,  systems  specialists,  and  trainers. 
In  large  regions  there  will  be  a  medical  assistance  spec- 
ialist, as  well  as  food  stamps  and  ADC  specialists,  while 
in  smaller  regions,   these  functions  will  be  served  by  one 
individual.     The  trainers  in  the  regional  offices  are  them- 
selves trained  in  the  state  office  and  administer  the 
training  package  to  the  county  offices. 

The  county  departments  of  social  services  have  sole 
contact  with  Medicaid  clients"'"  and  are  the  locus  of  the  im- 
plementation of  all  policy  regarding  eligibility  deter- 
mination.    However,  they  have  no  direct  input  into  policy 
formulation  and  decision-making,  on  eligibility  and  pro- 
cedures,  into  staffing,   or  their  budget.     This  is  because 
counties  give  no  direct  contribution  to  Title  XIX:     it  is 
funded  entirely  out  of  state  and  Federal  funds.     County  of- 
fices must  follow  the  directives  and  rules  set  out  by  the 
State  and  regions.     They  are  given  little  authority  and 
discretion  regarding  their  activities,   as  is  characteristic 
of  state  administered  programs. 

The  structure  of  the  local  DSS 1 s  varies  greatly,  de- 
pending on  the  size  of  the  county.  The  local  Director  of 
the  county  DSS  is  appointed  by  the  County  Board  of  Social 

"''Other  than  a  "Recipient  Services"  division  in  the  state 
office . 
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Services,     to  whom  he  is  responsible  as  well  as  to  the 
regional  DSS  Director.     In  larger  counties,  the  staff  is 
differentiated  by  program;-  thus,  there  are  supervisors 
and  workers  specialized  for  MA,   for  AP   (Assistance  Pay- 
ments) ,  and  Services.     In  fact,  this  differentiation 
occurs  in  Wayne  County  on  a  district  office  scale,  with 
one  office  doing  solely  medical  assistance  intake  and  six 
others  throughout  the  city  doing  AP  and  Services.     In  a 
small  rural  county  office,  the  one  supervisor  and  her  four 
workers  handle  all  programs  with  approximately  one  quarter 
of  their  time  on  MA. 

One  structural  characteristic  is  uniform  throughout 
the  local  offices:     the  functions  of  intake  and  case  main- 
tenance  (including  redeterminations,  changes  due  to  grant 
increases  or  client  circumstances,  as  well  as  terminations) 
are  split.     Intake  workers  are  higher  level  staff  and 
handle  cases  to  the  point  of  eligibility  determination  and 
entry  on  the  state  CIS  eligibility  file.     From  that  point 
on  the  case  is  handled  by  an  "assistance  payments  worker." 
Specialization  of  tasks  can  also  occur  in  differentiating 
long  term  care  intake  and  other  categories  of  intake,  and 
further,  as  in  Detroit,  walk-in  and  mail-in  intake. 

1  '. 

The  CBSS  in  turn  is  appointed  by  the  County  Board  of 
Commissioners  and  by  the  Director  of  DSS  in  Lansing.  Thus, 
the  local  offices  have  political  as  well  as  departmental 
sensitivities  and  loyalties. 
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Despite  the  high  level  of  centralization  of  authority 
and  functions  in  the  State  DSS,  there  are  other  actors 
in  the  Medicaid  system.     For  example,  SSA  has  an  important 
role  in  Medicaid  administration,   since  SSI  recipients  have 
been  automatically  eligible  for  Medicaid  since  SSI  was 
adopted.     The  Department  of  Public  Health   (DPH)   is  under  con- 
tract with  DSS  to  perform  a  variety  of  professional  and 
evaluative  tasks.     DPH  licenses    (along  with  Department  of 
Mental  Health)    providers  for  enrollment  in  the  Title  XIX 
program,  provides  evaluation  of  nursing  care  needed  by 
clients,  resolves  pended  claims  when  there  is  a  profession- 
al ambiguity,  and  prior  authorizes  for  a  variety  of  ser- 
vices."'"    Finally,  DPH  cost  settles  and  sets  rates  for  long- 
term  care  facilities. 


Department  of  Health  does  prior  authorizations  for 
hearing,  dental,  and  vision  services,   for  physical  therapy 
in  nursing  homes,   for  screening  services  for  EPSDT,  and 
additional  services  for  under  21' s,   for  in-patient  confine- 
ment for  extended  in-patient  stays  for  clients  with  pri- 
mary psychiatric  diagnoses. 
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1. 2    Policy  Formulation 

1.2.1    Process  of  Policy  and  Decision  Making 

Policy  is  generated  mainly  from  within  the  State  De- 
partment of  Social  Services  from  Assistance  Payments  and 
BUMA  according  to  their  functional  responsibilities.  Thus, 
AP  develops  policy  on  eligibility  and  BUMA  on  the  opera- 
tional and  systems  aspects  of  the  program.     In  the  past, 
the  Regional  offices  have  had  input  into  polity  formulation, 
primarily  on  eligibility  matters."'" 

Extra- departmental  policy  makers  include  principally 
the  State  legislature  and  the  governor  who  are  responsive 
to  a  variety  of  political  lobbies  and  interest  groups. 
Provider  groups  and  professional  associations  have  exerted 
substantial  influence  on  the  development  of  the  Medicaid 
program  in  Michigan.     They  have  achieved  the  inclusion  of 
dental  and  optometric  services  in  the  benefit  package  and 
have  exerted  pressure  on  reimbursement  rates.     Some  in- 
formants inferred  that  considerable  defections  by  providers 
from  the  Medicaid  program  contributed  to  the  management 
analysis  in  1969. 

Similarly,  citizen's  groups  are  forceful  influences 

on  the  legislature  and  in  policy-making,  parti- 

2 

cularly  with  regard  to  the  benefit  package.       The  Region  V 

"'"Directors  of  Regional  offices  are  appointed  by  the  DSS 
Director  and  in  the  past  have  had  monthly  meetings  at  the 
state  office. 

2 

The  foremost  of  these  is  the  Better  Care  Association, 
a  lobby  dedicated  to  the  needs  and  rights  of  the  elderly. 
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HEW  Office  is  another  influence  on  policy  formulation, 
albeit  a  remote  one.     Although  primarily  an  advisory  and 
monitoring  body,   the  regional  office  has  made  management 
and  operations  development  a  central  policy  goal.  Michi- 
gan's Medicaid  system  is  testimony  to  this. 

The  process  of  policy  making  follows  the  vertical  ad- 
ministrative structure  of  the  DSS.     All  staff  members  re- 
port to  their  deputies  who  report  to  the  Director,  who 
reports  to  the  Governor.     There  is  no  executive  committee 
coordinating  inter-departmental  activities,  nor  is  there 
a  commission  acting  as  a  filter  between  DSS  activities  and 
the  political  powers."'" 

A  control  on  this  vertical  structure  is  the  require- 
ment of  Inter-Bureau  clearance  on  all  policies  concerning 
the  Title  XIX  program.     This  means  that  all  deputies  must 
sign  off  on  all  new  policies;   and  if  they  have  a  financial 
impact,   they  must  also  be  approved  by  the  DSS  Office  of 
the  Budget.     "IB"  clearance  also  involves  the  regional  of- 
fices when  the  policy  impacts  procedures  at  the  local  level. 
Thus,  the  Medical  Assistance  Manual  was  reviewed  by 
the  regions  before  distribution  to  local  offices. 

All  policies  with  a  fiscal  impact  and  any  new  programs 
must  be  cleared  through  the  State  Budget  Office  and  then 

"'"There  was  a  five-member  commission  appointed  by  the 
governor  in  the  past.     Its  function  was  to  be  a  screening 
mechanism,  an  advisory  body,   and  a  liaison  between  the  DSS 
and  governor. 
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be  submitted  for  enactment  by  the  legislature.     This  ap- 
plies to  the  yearly  budget,  deletion  or  addition  of  bene- 
fits and  changes  in  grants. 

1.2.2    Why  a  Spend-down  Program? 

The  decision  to  include  a  spend-down  population  in 
the  Michigan  Title  XIX  program  resulted  from  both  political 
and  pragmatic  considerations.     In  accordance  with  the  po- 
litical atmosphere  in  the  legislature  favoring  social  wel- 
fare programs,  Medicaid  was  brought  into  the  state  with 
the  intention  of  providing  medical  care  for  as  large  a 
range  of  needy  people  as  possible.     Spend-down  became  a 
way  of  enlarging  the  Medical  Assistance-only  group. 

Secondly,  spend-down  was  seen  as  a  preventive  program 
protecting  a  population  with  extraordinary  medical  needs 
from  such  financial  burden  that  they  fall  into  money  pay- 
ment programs.     This  rationale  has  a  useful  political  over- 
tone:    Spend-down  is  a  way  of  protecting  the  tax  dollar. 
This  perception  of  spend-down,  as  a  prophelactic  measure, 
pervades  all  the  administrative  and  operational  mechanisms 
devised  to  implement  it.     The  spend^down  program  is  fo- 
cused on  precisely  the  population  with  acute  medical  needs 
in  Michigan,  and  this  case  study  will  show  how  the  program 
bears  out  this  philosophy. 
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Finally,  the  adoption  of  a  spend-down  program  was  not 
an  experiment  with  a  totally  new  concept.     Michigan  had 
developed  a  spend-down  type  of  program  for  the  Crippled 
Children  program  administered  by  the  Public  Health  Depart- 
ment, and  for  certain  mental  health  and  retardation  pro- 
grams.    These  spend-down-type  provisions  were  instituted 
to  guard  parents  and  families  of  the  afflicted  from  the 
threat  of  financial  indigence  due  to  their  inordinately 
high  medical  bills  and  needs.     The  "spend-down"  amount 
was  determined  by  court  order  or  by  the  providing  institu- 
tion; and  the  beneficiaries  of  the  program  shared  with 
public  funds  in  the  cost  of  necessary  care.     For  all  of 
these  reasons,  political  and  pragmatic,   spend-down  became 
a  functional  part  of  the  Michigan  Medicaid  program  from  its 
inception  in  October  1966.     In  contrast  with  other  study 
states,   spend-down  is  an  integral  part  of  the  Medicaid  pro- 
gram rather  than  a  hasty  post  script,  and  the  policies  and 
procedures  to  implement  it  are  well  designed. 
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1.3    Benefit  Policy 

Since  the  state  of  Michigan  had  been  providing  a 
variety  of  medical  services  to  the  public  prior  to  the 
adoption  of  Title  XIX,  and  since  there  was  a  liberal  po- 
litical undercurrent  favoring  comprehensive  social  programs 
in  the  state,  the  schedule  of  Medicaid  benefits  at  initial 
implementation  included  all  Federal  requirements  and  many 
of  the  optional  services  for  all  recipients.     The  actual 
cost  of  providing  such  a  wide  range  of  benefits  was  under- 
estimated, however,  and  half  a  year  of  program  implementa- 
tion created  a  sizeable  deficit.     In  order  to  lower  expen^ 
ditures,  two  groups  of  clients  receiving  different  benefits 
were  created.     "Group  I",  the  categorically  needy,  were 
entitled  to  all  services  in  the  benefit  package,  while 
"Group  II",   the  medical  assistance-only  recipients,  to 
limited  services.     For  example,   dental  and  transportation 
services  were  dropped  from  their  benefit  package. 

Through  the  years  the  benefit  package  has  been  the 
weather  vane  of  the  changing  fiscal  conditions  of  the  pro- 
gram.    Benefits  are  added  and  temporarily  discontinued  according  to 
surpluses  and  deficits.     As  new  benefits  have  been  added 
to  the  package,  usually  Group  I  has  received  unlimited 
service  and  Group  II  limited  service.     This  was  the  case, 
for  example,  with  out-patient  and  physicians  services. 
Similar lv,   some  new  benefits  have  been  offered  only 
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to  Group  I  recipients,   such  as  family  planning,  prescribed 
drugs,  oxygen,  dental,  vision,  and  hearing  services. 

The  trend  and  policy  objective  of  the  DSS,  however, 
has  been  to  equalize  the  benefits  between  the  two  groups. 
By  1973  the  above  differences  had  been  largely  levelled, 
with  the  limitations  on  Group  II  coverage  lifted,   and  with 
new  Group  I  benefits  made  unrestrictedly  available  to 
Group  II.     In  addition,  many  of  the  new  benefits  that  have 
been  added  since  19  71  have  been  granted  to  both  groups, 
such  as  chiropractor,   podiatrist,   and  occupational 
therapy  services . 

Substantiation  of  this  trend  towards  equalizing  and 
expanding  the  range  of  benefits  is  the  thrust  of  the  pro- 
posed budget  cuts  to  eliminate  a  current  deficit.  Perhaps 
the  most  administratively  simple  tactic  would  be  to  trim 
the  benefit  package.     Instead,  policy  makers  want  to  avoid 
cutting  out  any  existing  recipient  group  or  any  benefits. 
Thus,  the  policy  is  to  alter  and  stiffen  eligibility  policy 
to  control  the  present  growth  of  the  caseload  due  to  the 
macro-economic  situation."'" 

Another  influence  on  the  benefit  package  has  been 
Federal  mandates  to  include  certain  services  such  as  EPSDT. 
Michigan  has  also  elected  to  institute  certain  optional 

^The  specific  changes  being  considered  will  be 
discussed  later  in  Section  1.4. 
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benefits  such  as  HMO's  that  have  been  proposed  by.  HEW . 
Exhibit  II  presents  the  benefits  that  are  offered  by  Michi- 
gan Medicaid  at  this  time. 

The  addition  of  dental,  optometric,  and  hearing  ser- 
vices was  largely  the  result  of  intense  lobbying  pressure 
by  professional  dental  and  hearing  aid  dealers  associations. 
Provider  groups'  greatest  input  into  Medicaid  policy  ap- 
pears to  be  in  this  area  of  the  benefit  package.  Similar- 
ly, any  services  that  benefit  particularly  certain  age 
groups,  especially  the  elderly,  are  fiercely  guarded  by 
lobbies  and  interest  groups,   again  exerting  political  pres- 
sure on  the  legislature  which  must  pass  on  all  modifications 
and  additions  to  the  package. 

A  unique  aspect  of  the  Michigan  benefit  package  is 
the  use  of  "offsets",  a  way  non-covered  services  can  be  ob- 
tained with  the  Medicaid  dollar.     The  use  of  offsets  is  used 
usually  in  long-term  care  situations , ^  where  the  recipi- 
ent contributes  a  portion  of  his  income  to  the  cost  of 
care.      (In  Michigan  this  is  called  the  recipient's  patient 
pay  amount  and  is  considered  a  spend-down.)     Offsets  are 
non-Medicaid  covered  services   (supplies,  equipment,  cer- 
tain practitioner  services)  which  are  deducted  from  the 
patient  pay  amount.     Since  an  offset  lowers  or  eliminates 
the  recipient's  share  of  the  cost  of  care,  Medicaid  pays 

the  balance.     This  mechanism  thus  allows  Medicaid  long-term 

 ^  

Offsets  are  used  occasionally  in  acute  care  instances  also. 
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EXHIBIT  II 

TITLE 

XIX  BENEFITS 

1 

BENEFIT 

GROUP  I 

GROUP 

Emergency 

Yes 

Yes 

In-Patient  Hospital 

Yes 

Yes 

Out— Patient  Hospital 

J.  e  s 

Yes 

Home  Health 

Yes 

Yes 

Physician  Services 

Yes 

Yes 

Dentist  Services 

•XT  _    __  ^ 

Yes 

No 

Chiropractor  Services 

Yes 

Yes 

rouiatrist  bervices 

ies 

Yes 

J-iclD    cinQ    A  Kay 

ICS 

Yes 

jrnajrrua.ceu.x-ic ax  oervices 

ICO 

Yes 

Special  Services 

v<->  <-  ^ 

xes 

iNO 

Physical  Therapy 

Yes 

Yes 

Occupational  Therapy 

Yes 

Yes 

Transportation 

Yes 

Yes 

Family  Planning 

Yes 

Yes 

HMO 

Yes 

Yes 

4 


This  list  is  only  for  over-21  categories.     For  under-21's, 
an  EPSDT  program  is  available  to  all  MA  clients,   Group  I 
and  II. 

^Prior  approval  necessary 
3 

Only  emergency  and  surgical  dental  care — no  therapy 

4 

Except  screening 

Note:     All  under  21  Medicaid  recipients  who  are  hospitalized 
are  reviewed  for  eligibility  by  the  DPH  crippled 
children  program. 
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care  recipients  to  receive  a  much  larger  range  of  services 
than  is  included  in  the  program  benefit  package. 
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1. 4    Eligibility  Policy 

1.4.1    Evaluation  of  Public  Assistance/Medical  Assistance  Eli- 
gibility Levels 

The  protected  income  level  for  Title  XIX  is  a  fixed  per- 
centage of  the  ADC  or  SSI  grant  including  the  state  supplement, 
whichever  is  higher.     Each  time  the  ADC  or  SSI  money  payment  is 
changed  by  the  legislature,   the  Medicaid  protected  income  level 
is  automatically  changed  correspondingly  according  to  whichever 
is  hiaher — ADC  or  SSI.     Thus,  Medicaid  levels  do  not  require 
special  legislation,  and  they  are  subject  to  the  influences  on 
the  public  assistance  programs. 

At  initial  implementation  of  the  Title  XIX  program  in 
Michigan,   the  protected  income  level  was  designated  at  100%  of 
the  existing  ADC  grant.     Program  administrators  were  constrained 
by  the  estimated  size  of  the  caseload  and  felt  the  starting  bud- 
get could  not  stretch  to  afford  a  higher  protected  income  level. 
The  100%  level  was  written  into  the  original  statute,  making  it 
legally  difficult  to  alter  it.     However,   since  the  first  years 
of  the  program,   the  level  has  been  increased  to  110%  of  the 
AFDC  or  SSI  grant. 

The  policy  of  DSS  seems  to  be  to  continue  increasing  the 
protected  income  level  toward  the  133  1/3%  maximum.     However,  at 
the  present  time  there  are  no  anticipated  changes  in  the  levels, 
due  to  the  rising  costs  of  maintaining  public  assistance  programs 
with  eligibility  rolls  expanding.     The  most  important  influence 
on  designating  the  grant  and  protected  income  levels  is  the  bud- 
get,  as  is  well  illustrated  by  the  following  quotation  from  the 
fiscal  1974  DSS  Budget: 
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Section  48.     If  it  is  determined  that  revenue  esti- 
mates for  the  fiscal  year  1974-75  are  increasing  at 
a  rate  that  indicates  a  sufficient  projected  sur- 
plus,  the  department  of  management  and  budget  shall 
submit  a  proposal  to  the  chairmen  of  the  house  and 
senate  appropriations  committees  recommending  that 
the  protected  income  level  for  medicaid  coverage  be 
increased  to  120%  of  the  related  public  assistance 
standard  for  the  period  of  January  1,   197  5/  through 
June  30,   1975. 1 

This  quotation  also  expresses  the  policy  intention  of  raising 
Medicaid  levels. 

A  graphic  representation  of  the  current  eligibility  levels 
can  be  found  in  Exhibit  III.     Grants  and  protected  income  levels 
vary  throughout  the  state,  taking  into  account  rent  and  cost  of 
living  differences  between  regions.     These  are  called  "Shelter 
Area"  differentiations.     Furthermore,   there  are  two  "zones" 
which  correspond  to  different  utility  rate  areas:     basically  the 
cold  northern  regions  vs.   the  southern  and  central  counties. 
For  our  exhibit  we  used  Zone  1,   and  the  figures  used  take  into 
account  the  maximum  levels  for  shelter  and  cost  of  living. 

An  important  part  of  the  Michigan  Medicaid  eligibility  po- 
licy is  the  use  of  disregards  and  deductibles  which  can  effec- 
tively diminish  recipients'    income  down  to  the  grant  or  pro- 
tected income  level.     Disregards  are  applied  only  to  the  adult 

programs.     The  disregards  currently  used  were  amended  when  SSI 

2 

was  implemented  for  coordination  of  the  two  programs.  Sixty- 
five  dollars  and  50%  of  the  remainder  of  earned  income,  and 

3 

$20  of  unearned  income  is  disregarded.       One-third  of  all 

1State  of  Michigan,  77th  legislature,   1974,  Enrolled  House 
Bill  No.  5640. 

2  ■  ... 
SSI  recipients  are  automatically  eligible  for  Medicaid  in 

Michigan. 

3  . 

If  there  is  no  unearned  income,   the  $20  is  applied  to 

earned. 
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EXHIBIT  III 


$  PER 
MONTH 

750 


700 


650 


600 


550 


500 


450 


400 


350 


300 


250 


200 


150 


100 


KEY: 


MEDICAL  ASSISTANCE  PROTECTED  INCOME  LEVELS 
(110%  OF  SSI  OR  ADC  GRANT  LEVEL) 


MA  Protected 
Income  Level 


Related  Public 
Assistance  Level 


281 (MA) 


255, 
(SSI) ' 


L87  (MA] 


170 


(SSI) 


319  (MA) 


290 
(ADC) 


387 (MA) 


351 
(ADC) 


451 (MA) 


410 
(ADC) 


518 (MA) 


471 
(ADC) 


580  (MA 


527 
(ADC) 


704 (MA) 


642  (MA) 


584 
(ADC) 


767  (MA) 


697 
(ADC)4 


640 
(ADC) 


50 


PERSONS  12  3  45  67  89  10 

IN  CASE 

1.  Including  State  supplement:  SSI  payment  146  +  DSS  Supplement  24  =  170. 

2.  Including  State  supplement:  SSI  payment  219+  DSS  Supplement  36  =  255. 

3.  Add  $62  for  each  additional  recipient. 

4.  Add  $56.50  for  each  additional • person . 
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support  payments  made  by  absent  parents  to  blind  and  disabled 
children  is  also  disregarded,   as  well  as  ADC  student 
earnings . 

At  the  present  time  the  deductibles  have  included  Medi- 
care A  and  B  or  other  health  insurance  premiums,  estimated 
"non- covered"  medical  expenses   (excluding  long  term  care  cli- 
ents)  during  the  eligibility  period,   if  substantiated  in  wri- 
ting by  a  doctor/dentist."'"     In  addition,   incurred  non-covered 
medical  expenses  can  be  deducted,  or  incurred  and  paid  Medi- 
caid-covered  expenses. ^ 

These  deductions  are  a  target  of  the  current  budget  cut- 
ting efforts  within  the  state  DSS,   and  are  being  revised. 
Health  insurance  premiums  may  continue  to  be  deducted,  while 
estimated  expenses   may  be  deleted.      Incurred  and  paid  Medi- 
cal expense  rules  may  also  be  changed.       Non-Medicaid  covered 
expenses,   like  special  diets,  house-keeping,   telephones,  may 
no  longer  be  eligible  for  deduction:     only  Group  II-type  cov- 
ered expenses  may  be  allowed.       All  recipients  may  have  to  pay 
for  medical  expenses,  while  family  group  members  may  be  al- 
lowed to  only  incur,  not  pay,  these  bills. 


This  represents  an  equivalent  to  offsets  for  the  non- 
long-term  care  patient  pay  case. 

2 

This  stipulation  guards  against  Medicaid  paying  for 
bills  prior  to  the  case's  entry  into  the  system. 
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These  changes  are  representative  of  the  types  of  fiscal 
controls  that  are  currently  being  considered.     Others  include 
limiting  homestead  exemptions  from  unlimited  value  to  a  $25,000 
value,  the  SSI  regulation.     Elimination  of  the  use  of  offsets 
is  another  possible  target,   as  is  the  state's  divestment  policy 
which  guards  against  the  divestment  of  property  for  the  purpose 
of  becoming  eligible  for  assistance. 

1.4.2     Impact  of  Eligibility  Policy  on  the  Spend-Down  Program 

A  spend-down  case  can  be  defined  as  one  where  there  is 
still  excess  income,  after  all  possible  deductions  have  been 
made,   including  estimated  medical  expenses.     In  the  Michigan 
Medicaid  system  there  are  three  types  of  spend-down  cases. 
Two  are  called  "patient  pay"  clients:     Those  in  long-term  care 
facilities  who  contribute  each  month  to  the  cost  of  their  care, 
and  those  in  acute  hospitals,  who  contribute  to  the  payment  of 
their  hospital  bill.     The  third  type  is  called  the  spend-down 
11  in- own- home" ,  when  the  client  has  no  past  or  anticipated  large 
medical  need.     Statistically,   the  "patient  pay"  cases  far  out- 
weigh the  "in-own-home"  cases.     There  are  many  reasons  for  this 
distribution,  which  will  be  discussed  at  length  in  section  2.1.3. 
However,  one  reason  may  be  the  impact  of  the  current  eligibility 
levels. 

It  was  hypothesized  that  since  the  protected  income  level 
for  Medicaid  is  relatively  low  at  the  present  time,   the  medically 
needy  are  virtually 
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borderline  assistance  payments  clients,   and  those  with  any  ex- 
cess income  and  existing  medical  needs  are  rapidly  brought  down 
to  Medicaid  eligibility.     However,   the  population  with  no  imme- 
diate medical  needs  must,  in  effect,   "spend-down  to,   and  below, 
the  poverty  level" ,   since  they  must  amass  medical  expenses 
equal  to  six-months  worth  of  excess  income.     In  other  words, 
the  relief  that  spend-down  potentially  provides  to  its  present 
population  is  minor,   since  they  are  virtually  public  assistance 
candidates . anyway .     Statistically,  very  few  in-own-home  cases 
successfully  fulfill  their  spend-down  and  become  eligible  for 
Medicaid.     It  was  suggested  that  were  the  Medicaid  protected 
income  level  raised,   a  larger  population  would  be  captured  for 
the  spend-down  in- own- home  program,   and  it  could  function  as 
an  insurance  type  of  program,  while  it  only  provides  for  a  popu- 
lation with  acute  medical  needs  at  the  present  time.     The  prob- 
lem,  of  course,   in  such  a  proposal,   is  the  threat  of  greatly  in- 
creased program  expenditures  and  caseload:     a  political  taboo 
these  days. 

1.4.3    Eligibility  Cycle 

The  length  of  eligibility  periods  varies  according  to  the 
categorical  relatedness  of  the  client.     All  Group  I,  categori- 
cally needy,  recipients  are  eligible  for  12  months  before  their 
case  must  be  redetermined,  except  for  ADC  cases  whose  eligi- 
bility period  in  six  months.     The  rationale  for  this  discre- 
pancy is  that  the  aged,  blind,   and  disabled  are  stable 
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populations,  while  in  ADC-related  cases,  circumstances  habitually 
change,  altering  eligibility  criteria.     Medically  needy  cases 
are  likewise  certified  for  Medicaid  in  12-month  intervals, 
again  excluding  ADC  cases  where  the  interval  is  six  months. 
All  clients  in  long  term  care  facilities,   including  patient 
pay  clients,  are  also  eligible  on  a  12-month  cycle.  Acute 
hospital  patient  pay  recipients,   and  in-own-home  spend- down- 
ers   are  granted  six-month  eligibility  periods. 

Despite  these  differing  eligibility  periods,   there  is  an 
automatic  recertif ication  process  built  into  the  card  issuing 
computer  for  all  Group  I  and  Group  II  recipients.     Only  acute 
patient  pay  clients  and  spend-down  cases  in-own-home  are  cut 
off  at  the  end  of  their  six-month  eligibility  period.  Termi- 
nation of  other  cases  occurs  only  upon  specific  negative  action 
taken  by  eligibility  workers.     Thus,   in  this  system,   the  spend- 
down  population   (excluding  long  term  care  cases)    is  the  only 
one  where  eligibility  is  controlled  and  monitored  directly  by  the 
state  office  computer  system. 

In  addition  to  these  six  or   12-month  cycles,   it  is 
possible  to  have  a  one  or  tv/o  month  retroactive  eligibility 
period  in  Michigan.     Although  the  three-month  retroactivity  op- 
tion is  honored,  in  practice  it  has  been  found  inefficient  to 
backdate  an  eligibility  period  the  full  three  months.     Due  to 
delays  in  processing  cases,  eligibility  determination  on  a 
three-month  retroactive  case  might  just  be  completed  when  it 
is  time  for  redetermination.     For  this  reason,  a  current 
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eligibility  period  will  only  be  backdated  one  month.     If  there 
are  medical  bills  from  the  one  or  two  months  prior,   then  a 
shortened  one  or  two  month  retroactive  eligibility  period  will 
be  assigned,  in  addition  to  the  current  six  or  twelve  month  pe- 
riod.    Details  on  this  retroactive  eligibility  policy  are  given 
in  Section  2.1.2. 

1.4.4     Impact  of  SSI 

Michigan  elected  to  make  all  SSI  recipients  automatically 
eligible  for  Medicaid  at  the  inception  of  SSI  in  January  1974. 
Instead  of  the  predicted  150,000  additional  recipients,  SSI 
brought  in  107,000  cases,   90%  of  whom  had  been  previously  eli- 
gible.    Thus,  SSI  has  not  caused  a  significant  increase  in 
Medicaid  rolls. 

Automatic  Medicaid  eligibility  has  caused  many  problems 
for  DSS.     First,   there  are  many  discrepancies  in  the  eligi- 
bility requirements  for  the  two  programs,   including  different 
property  and  resource  limitations,  different  income  disregards 
and  exemptions,  different  disability  definitions."*" 


^  MA  Group  I 

Resource  requirements  SSI  pre-1974 

Cash  in  hand  $1500  single  individual  $1500 

$2250  couple  $2000 

Homestead  max.   $25,000  fair  market  value  exempt 

Clothing,  house- 
hold effects  max.   $1500  fair  market  value  exempt 

Automobile  for 
transportation      max.   $1200  retail  market  value  exempt 
to  work 

Life  insurance        max.   $1500  face  value  $1000  cash 

value 

(Continued  on  next  page) 
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Delays  and  inaccuracies  in  SDX  tapes  have  caused  a  signifi- 
cant amount  of  overpayment  due  to  continued  card  issuance  to 
terminated  recipients,   to  by-passed  billings  by  Medicare,  as 
well  as  considerable  lags  in  getting  cards  to  recipients  need- 
ing care.     Delays  in  SSA  disability  and  eligibility  determina- 
tion have  forced  DSS  to  process  many  applications  on  SSI  and 
future  SSI  recipients  in  order  to  speed  their  receipt  of  MA 
cards  and  medical  benefits.     Previous  patient  pay  clients  in 
long  term  care  facilities  who  became  SSI  recipients  are  no  lon- 
ger responsible  for  the  same  contribution  to  the  cost  of  care. 
Each  such  case  must  be  adjusted  with  considerable  paper  work 
and  administrative  difficulty. 

In  short,   rather  than  significant  cost  increases  caused  by 
automatic  Medicaid  eligibility  for  SSI  recipients,  its  impact 
has  been  largely  felt  in  administrative  difficulties.     There  are 
indications  that  DSS  does  not  agree  with  many  of  the  SSI  require- 
ments, would  rather  do  all  determinations  themselves,   and  is  con- 
templating retracting  from  the  automatic  eligibility  agreement. 


(Continued  from  previous  page) 


Resource  requirements 

Property  of  spouse  if 

separated 
Interest  in  estate 
Funeral  account 

Property  divestment 

Deeming  resources 


SSI 

stipulated  policy 

stipulated  policy 
stipulated  policy 

allowed 

resources  of  clients 
ineligible  parents/ 
spouse  considered 


MA  Group  I 

exempt 

exempt 
exempt 

prohibited 
no  policy 
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1. 5    Policy  Dissemination 
1.5.1  Manuals 

DSS  has  developed  an  extensive  series  of  manuals  for 
eligibility  workers  as  well  as  providers.     A  specialized 
Medical  Assistance  Manual  was  written  in  1971,  having  been 
incorporated  in  the  Assistance  Payments  manual  until  that 
time.     Besides  these  procedural  manuals  on  eligibility  de- 
termination for  the  assistance  programs,  there  are  also 
CIS  manuals  explaining  the  systems  aspects  of  the  program 
eligibility  staff  must  deal  with — what  forms  are  used  when, 
how  cases  are  entered  into  the  system,  codes,  etc.  All 
Medical  Assistance  manual  writing  is  done  by  a  specialized 
MA  staff  within  the  Bureau  of  Programs  and  Procedures, 
while  the  CIS  Manuals  are  developed  in  the  Bureau  of  Field- 
Services,  both  within  the  Division  of  Assistance  Payments.^" 
BUMA  writes  the  provider  manuals. 

Since  the  policy  formulated  by  the  State  DSS  is  in- 
tended to  be  uniform  statewide,  manuals  are  considered  an 
essential  vehicle  for  attaining  uniformity,   since  they  are 
used  by  all  participants  in  the  system.     Therefore,  pro- 
cedures and  policies  specified  in  manuals  are  to  be  fol- 
lowed as  rules.     Accordingly,  manuals  are  as  specific,  ex- 
planatory, and  simple  on  procedures  as  possible.  There 

"''Please  see  organization  chart  on  page  7. 
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is  a  lengthy  section  devoted  to  spend-down,  dealing  with 
each  of  the  three  types  of  spend-down  cases  in  turn,  going 
through  the  computation  and  determination  procedures  sep- 
arately. 

Representative  techniques  employed  in  the  manuals  are 
the  use  of  examples,  cross-referencing  policies  with  pro- 
cedures, and  the  description  of  all  participants'  respon- 
sibilities in  a  procedure — not  only  the  worker's  responsi- 
bilities.    Kow  to  fill  out  certain  forms  is  explained  step 
by  step.      (A  sample  of  these  techniques  is  given  in  Ex- 
hibit IV.)     Manual  material  is  occassionally  pre-tested 
as  part  of  Inter-Bureau  clearance,  by  drafts  being  sent 
out  to  regional  offices  for  commentary,  and  feedback  prior 
to  dissemination  to  counties  and  implementation.     In  gen- 
eral, manuals  were  considered  useful  and  easy  to  use  by 
eligibility  staff. 

1*5.2     Supervision  of  Local  Offices 

Supervision  of  the  activities  of  county  DSS ' s  is  the 
primary  function  of  the  regional  offices,  as  was  discussed 
in  Section  1.1.2.     Supervision  principally  consists  of 
providing  technical  assistance  and  policy  clarification 
if  necessary.     The  State  has  no  role  in  supervision 

"'"On-going  policy  and  procedural  clarifications  are 
accomplished  by  Bulletins  to  eligibility  workers  and 
revision  of  appropriate  manual  sections. 
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EXHIBIT  IV 

MICHIGAN  DEPARTMENT  OF  SOCIAL  SERVICES 


ITEM 


302 


PAGE 
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MEDICAL  ASSISTANCE 
ELIGIBILITY  MANUAL 


SUBJECT 


DETERMINATION  OF  EXCESS  INCOME 


OATE  ISSUED/ 
REVISED 


10-1-73 


CLIENTS  IN  OWN  H0iv£ 
OR  OTHER  ARRANGEMENT: 

Responsibility 

©  Assistance  Payments 
Worker 


Client 


ACTION 

ELIGIBILITY  (ELIGIBILITY  PERIOD  -  6  MONTHS) - -An 
individual  in  his  own  home  or  in  a  TB  unit  of  a 
hospital  may  be  eligible  for  MA  provided  he  does 
not  have  excess  income. 

1.  If  there  is  excess  income  (on  p.  6,  step  7  of 
this  item),  deny  the  MA  application. 

2.  Notify  client  by  Form  Letter  DSS-114.  Client 
is  not  eligible  for  MA  until  he  (or  "family 
group"  members)  have  used  excess  income  for 
medical  expenses. 

SPENDING  EXCESS  INCOME— Excess  income  to  be  spent  is 
the  amount  obtained  from  computation  of  excess  in- 
come, page  5,  step  5  of  this  item. 

1.  Instruct  the  client  in  the  procedures  for  spending 
excess  income,  recording  medical  expenses,  and 
reapplying  when  excess  income  is  spent  on  allow- 
able medical  expenses. 

2.  Keep  record  of  medical  expenses  for  the  period 
from  date  of  computation  to  end  of  6  month 
eligibility  period.    (Use  reverse  side  of  Form 
DSS-114.) 

3.  Return  Form  DSS-114  when  incurred  and  paid  MA 
covered    medical  expenses,  and  incurred  non- 
covered  medical  expenses  are  equal  to  excess  I 
income,  if  within  the  6  month  eligibility  period. 

/ 

NOTIFYING  CLIENT  (AND  OTHERS )— Notification  of  denial 
will  be  as  follows : 


Assistance  Payments 
Worker 


1.  Complete  front  side  of  Form  Letter  DSS-114  and 
send  to  client 

2.  If  client  is  in  a  TB  unit  of  a  hospital  send 

a  copy  of  Form  DSS-114,  or  other  notification, 
to  the  hospi  tal . 

3.  If  the  case  involves  a  child  eligible  for  DSCC 
services,  send  a  copy  of  Form  DSS-114  or  other 
notification,  to  the  DSCC  coordinator. 
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EXHIBIT  IV 

MICHIGAN  DEPARTMENT  OF  SOCIAL  SERVICES 


MEDICAL  ASSISTANCE 
ELIGIBILITY  MANUAL 


CLIENTS  IN  OWN  HOME 
OR  OTHER  ARRANGEMENT: 
(Cont'd) 


•  Client 


•  Assistance  Payments 
Worker 


ITEM 


302 


SUBJECT 

DETERMINATION  OF  EXCESS  INCOME 


PAGE 


16 


DATE  ISSUED/ 
REVISED 


Rev. 


REVIEWING  ELIGIBILITY  AFTER  SPEND-DOWN  OF  EXCESS 
INCJDME--A  new  application  is  not  necessary  if  the 
client  s  excess  income  is  spent  within  6  months  of 
the  first  day  of  the  month  in  which  the  original 
application  was  received. 

1.      Return  Form  DSS-114  with  medical  expenses  re- 
corded before  the  six  month  eligibility  period 
has  elapsed. 

MZEE:    When  client  returns  Form  DSS-114  after 
the  six  month  period  has  elapsed,  have  client 
initiate  a  new  application,  and  make  new  excess 
income  computation. 

Review  the  medical  expenses  recorded  for  appro- 
priateness of  expense  and  verif ication. 

3.      If  expenses  recorded  are  allowable  and  properly 
verified,  open  MA.    Consider  the  completed  and 
returned  Form  DSS-114  to  be  a  reapplication  for 
MA.    Use  original  application  Form  DSS-322  or 
DSS-323  providing  no  other  changes  have  occured 
affecting  eligibility. 

DETERMINING  EFFECTIVE  DATES  OF  ELIGIBILITY- -Eligibility 
begins  on  the  first  day  of  the  month  in  which  medical 
expenses  equaled  excess  income.    Eligibility  ends 
six  months  from  the  first  day  of  the  month  in~whTch 
the  application  for  assistance  was  received. 

T^j^  EXAMPLE,:    An  application  for  assistance  was  received 

from  Mr.  S.  October  24,  1972.    He  was  determined  to  be 
otherwise  eligible  but  with  excess  income  of  $50.00 
On  January  20,  1973,  Form  DSS-114  was  returned,  showing 
that  $50.00  of  incurred  npncovered,  and  MA  covered 
and  Paid  medical  expenses  were  incurred  as  of  that 
date.    MA  eligibility  begin  date  will  be  January  1, 
1973,  and  MA  eligibility  end  date  will  be  March  31,1973 
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whatsoever.     Demonstrating  this  division  of  responsibilities 
is   limited  communication  between  county  and  State 

DSS's.  Everything  is  funnelled  through  the  regional  of- 
fices, who  inform  the  state  office  of  county  problems  or 
proposals  at  their  discretion. 

The  principle  question  regarding  this  system  is  whether 
"supervision"  is  adequate  without  evaluation  of  the  per- 
formance of  counties.     The  central  activity  of  regional 
offices  seems  to  be  technical  assistance — the  handling  of 
specific  problems  on  cases  as  they  arise.     The  efficiencies 
of  current  procedures,  the  response  of  workers  to  the  rules 
they  must  follow,  the  accuracy  of  eligibility  determination — 
these  evaluative  inquiries  are  sacrificed  to  solving  daily 
problems.     Whether  the  regional  role  is  really  "supervisory" 
is  thus  a  moot  question. 

1.5.3     Eligibility  Staff  Training 

Training  of  eligibility  staff  in  the  county  DSS 1 s  is 
another  responsibility  of  regional  offices.     The  State  DSS 
trains  the  trainers  located  in  regional  offices,  who  in 
turn  administer  the  training  package  to  eligibility  staff. 
An  ADC  training  course  is  obligatory  for  all  new  workers 
in  both  medical  and  public  assistance  programs,  and  a 
Supervisor's  Training  Program  on  management  is  administered 
for  new  and  old  supervisors. 
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At  the  present  time  medical  assistance  receives  one- 
half  day  of  the  two-week  course  on  ADC.     This  brief  ex- 
posure to  MA  focusses  on  the  basic  prerequisites  of  Medi- 
caid eligibility.     There  is  no  training  on  how  to  process 
a  Medicaid  application,  nor  on  how  to  determine  eligibility. 
Therefore,  therec  is  no  information  on  spend-down.  All  of 
the  necessary  information  needed  for  MA  intake  is  acquired 
on  the  job.     MA  training  largely  depends  on  the  individual 
supervisor,  his  or  her  quality  and  thoroughness.  Usually 
the  training  consists  of  a  preliminary  introduction  to  the 
program  and  gradual  assumption  of  responsibility  for  eli- 
gibility determination.     In  addition,  most  supervisors  do 
routine  spot-checking  of  their  staff's  work.     In  particular, 
cases  pended  in  excess  of  sixty  days   (representing  a  prob- 
lem) are  often  handled  by  the  supervisors  themselves. 

The  inadequacy  of  present  MA  training  is  well-recog- 
nized, as  is  the  waste  of  the  two  week  ADC  case  for  a 
worker  who  will  ultimately  handle  only  MA  cases.1  These 
considerations  as  well  as  a  suspicion  of  frequent  inac- 
curacies and  sloppiness  in  MA  eligibiltiy  determination 
(especially  in  excess  income  computation  and  in  setting 
of  retroactive  eligibility  periods)  have  stimulated  the 
development  of  a  specialized  MA  training  program. 

The  new  MA  training  package  will  be  two  days  long, 
covering  the  intent  and  philosophy  behind  present  policies 

■''Counties  have  discretion  in  determining  the  extent  of 
their  workers'   task  specialization.     Therefore,   in  especially 
smaller  counties  where  the  sama  worker  handles  medical  and  pub- 
lic assistance  cases,   this  training  program  does  not  represent 
overkill . 
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as  well  as  a  highly  practical  introduction  to  procedures. 
Test  cases  will  be  used  as  examples  of  each  step  involved 
in  eligibility  determination,  including  the  completion  of 
the  many  forms  used  in  the  process.     Medicaid's  relation- 
ship to  other  programs  like  the  GA  Adult  Hospitaliztion 
program  will  also  be  covered.     All  of  this  material  will 
be  presented  in  two  packages — one  for  new  and  one  for 
experienced  workers.     In  other  words,  in  the  future  there 
will  be  orientation  as  well  as  brush-up  courses  on  MA. 

Spend-down  is  not  considered  to  be  a  topic  that  re- 
quires special  training  distinct  from  other  Medicaid  pro- 
cedures.    It  is  acknowledged  that  it  may  not  be  adequately 
understood  by  workers  and  that  therefore  there  potentially 
exists  a  spend-down  population  uncaptured  presently.  However, 
these  problems  are  seen  to  arise  more  out  of  the  inadequacy 
of  present  explanations  rather  than  any  inherent  difficulty 
in  the  program  itself. 

1.5.4     Provider  Information  and  Training 

At  the  point  of  enrollment  in  the  Title  XIX  program 
a  provider  receives  a  manual,  a  set  of  invoices    (both  spe- 
cific to  his  specialty),  and  a  set  of  claim  adjustment 
forms.     Separate  manuals  for  each  type  of  provider — prac- 
titioners,   general  hospitals,   long  term  care  facilities, 
laboratories,   ambulance  services,  pharmacies,   social  ser- 
vices— are  developed  and  written  by  the  Policy  and  Planning 
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Division  of  BUMA.     These  manuals  constitute  the  bulk  of 
the  information  on  Title  XIX  given  to  the  providers;  sub- 
sequent mailings  are  only  used  for  major  changes  in  proce- 
dures or  policies. 

The  emphasis  in  the  provider  manuals  is  on  billing 
procedures  with  very  specific  explanations  on  how  to  fill 
out  invoices,  how  to  check  on  the  eligibility  of  a  patient, 
and  what  services  are  reimburseable  by  Medicaid.     What  is 
not  included  is  any  explanation  of  the  requirements  of 
eligibility:     The  provider  is  considered  to  be  solely  in- 
volved with  recipients  once  they  have  cards.     This  focus  . 
may  present  difficulties  for  the  spend-down  (in-own-home) 
individual.     Since  providers  are  oriented  towards  only 
card  carrying  recipients  and  may  not  be  familiar  with  the 
spend-down  process,  they  may  not  help  in-own-home  spend- 
down  cases  with  the  incurrment  of  medical  bills  for  the 
fulfillment  of  the  spend-down.     Even  though  these  bills 
would  have  to  be  paid  by  the  recipient  prior  to  Medicaid 
authorization,^  providers  may  judge  these  cases  to  be  high 
risk  and  not  accept  them  as  patients  since  there  is  no 
guarantee  of  Medicaid  or  in  fact  any  payment  available. 

Provider  training  is  developed  and  administered  by 
Provider  and  Recipient  Services  in  the  Policy  and  Planning 
section  of  BUMA.     Training  programs  are  specialized  for 

"'"Since  most  practitioner  services  are  covered  by 
Medicaid  ,  they  must  be  paid  prior  to  Medicaid  authori- 
zation. 
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different  types  of  providers  and  are  given  periodically 
as  brush-up  courses  or  upon  demand  to  providers  within 
a  region  or  to  professional  society  groups.     This  training 
activity  keeps  a  staff  of  five  in  the  field  ten  months  out 
of  the  year. 

The  substance  of  the  training  package  mirrors  the 
focus  of  the  manuals,    expressing  the  inherent  philosophy  of 
BUMA.     The  providers  are  only  involved  with  administering 
services  to  eligible  recipients  and  for  doing  billings 
correctly  and  uniformly.     Thus,   the  emphasis  is  on  bene- 
fits and  billing  procedures,  omitting  eligibility  or  pro- 
grammatic information.     Furthermore,  due  to  their  exposure 
to  and  experience  with  MA  clients,  providers,  particularly 
institutional  providers,   are  considered  to  be  adequately 
informed  on  eligibility  criteria  so  that  they  can  function 
effectively  as  referral  sources  for  the  program. 

Technical  assistance  available  to  providers  consists 
of  specialists  headquartered  in  the  State  DSS  operating 
on  demand,  and  toll-free  lines  to  BUMA  for  inquiries.  Re- 
quests for  technical  assistance  are  for  the  most  part 
stimulated  by  some  billing  problem  or  lack  of  information 
on  reimburseable  services  covered  by  the  program. 

As  a  general  observation,  controls  on  and  supervision 
of  provider  activities  seem  to  be  less  stringent  than  those 
of  county  DSS  activities.     The  fact  that  technical  assistance 
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and  training  for  providers  is  not  decentralized  to  regional 
offices  implies  this  difference,   and  may  impact  the  avail- 
ability, efficiency,  and  thoroughness  of  the  technical  as- 
sistance provided. 

1.5.5     Public  Information 

In  1971  DSS  put  out  a  pamphlet  "Facts  About  Medical 
Assistance"  that  described  the  basic  eligibility  require- 
ments for  and  the  benefits  covered  by  the  Medicaid  program. 
This  was  to  be  made  available  at  all  county  DSS's.     At  the 
same  time  an  insert  with  the  initial  Medicaid  card  was  de- 
signed providing  the  recipient  with  instructions  on  how  to 
use  it  and  what  he  could  use  it  for   (please  see  Exhibit  V) . 
Both  the  pamphlet  and  benefit  insert  are  out  of  date  and 
are  beinq  revised  at  the  present  time.  Neither 
has  been  in  use  for  the  last  few  years. 

A  toll-free  line  to  the  BUMA  Provider  and  Recipient 
Services  is  another  effort  at  making  information  available 
to  the  public.     The  majority  of  received  calls  are  complaints. 
Few  calls  are  made  requesting  information  or  guidance  regard- 
ing eligibility,  benefits,  etc. 

There  are  few  formalized  public  information  or  outreach 
activities  because  it  is  felt  that  the  eligible  population  is 
well  aware  of  the  program.     The  group  that  is  most  difficult 
to  reach  is  the  elderly,  but  their  needs  are  looked  after  by 
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EXHIBIT  V 


MEDICAL  ASSISTANCE  AWARD  NOTICE 
Medical  assiotanee  has  been  approved  for  persons  listed  on  the  enclosed  medical  assistance  authorization  card. 

Only  those  persons  listed  on  the  card  are  eligible  to  receive  medical  assistance  benefits.  The  date  in  block  1  shows  the 
period  in  which  you  may  receive  benefits.  The  type  of  coverage  you  have  is  in  block  7. 


If  you  do  not  receive  a  money  grant  from  our  department,  you  may  be  required  to  contribute  toward  the  cost  of  your 
care  in  a  hospital  or  nursing  home  if  your  income  is  more  than  allowed  under  the  program.  If  you  are  required  to  pay 
toward  your  care,  you  will  be  notified  by  another  card. 

Please  read  the  instructions  on  the  back  of  your  authorization  card  before  using  it  and  see  the  b3ck  of  this  card  for 
additional  information. 

(over) 


DSS-1600  (3-71) 

(ReplEw.es  DSS-1 1 1.  SB-1 12,  DSS-113,  DSS-113WC,  DSS-115,  and  SB— 129,  which  are  obsolete)  do  x-tawa-o 


CL,  i  CTM  T    IN  FOcSMATIOM 

You  will  recall  you  have  agreed  to  notify  your  county  department  of  social  services  within  14  days  of  any  changes  in 
your  situation,  such  as  changes  in  address,  employment,  income,  property,  number  of  persons  in  the  house  or  other 
changes. 

Information  about  medical  assistance  and  the  services.covered  under  this  program  is  contained  on  the  enclosed  medical 
assistance  benefit  description  card.  If  you  should  have  any  additional  questions,  your  county  department  of  social  services 
will  always  be  happy  to  discuss  them  with  you. 

If  you  men  believe  this  assistance  is  incorrect,  improper,  or  illegal,  you  may  request  a  review  or  a  hearing  of  the  decision 
by  notifying  the  county  department  or  state  office  by  telephone,  in  person,  or  by  written  request.  You  are  entitled  to 
representation  by  an  attorney  or  other  person  of  your  choice;  however,  this  agency  does  not  reimburse  for  any  related 
costs. 


Michigan  Department  of  Social  Services 

DSS-1600  fb*c&)   (3-71)  OOK-itJ.43-* 
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EXHIBIT  V 


MEDICAL  ASSISTANCE  BENEFIT  DESCRIPTION 

Group  1 


If  your  medical  assistance  authorization  card  indicates  Group  1  coverage,  the  following  may  be  included  in  covered 
services  for  you  when  medically  necessary  and  furnished  by  eligible  providers: 


1. 
2. 
3. 
4. 

5. 
6. 

NOTE: 


Inpatient  hospital  services. 

Outpatient  hospital  services. 

Skilled  nursing  care  in  certified  facilities. 

TB  and  mental  hospital  care  for  persons  65 

or  older. 

Services  of  physicians. 
Laboratory  and  X-ray  services. 


7. 

8. 

9. 
10. 
11. 
12. 


Family  planning  services. 
Specified  home  health  services. 
Physical  therapy. 
Prescribed  drugs. 
Oxygen. 

Limited  ambulance  services. 


For  additional  information  regarding  services,  especially  those  which  are  limited,  please  contact  your  county 
department  of  social  services. 

(See  other  side  for  statement  of  Group  2  benefifs) 


DSS-1614  (3-71) 


CO  X-lSIAt-O 


Group  2 

If  your  medical  assistance  authorization  card  indicates  Group  2  coverage,  the  following  may  be  included  in  covered 
services  for  you  when  medically  necessary  and  furnished  by  eligible  providers: 


1.  Inpatient  hospital  services. 

2.  Skilled  nursing  care  in  certified  facilities. 

3.  TB  and  menta!  hospital  care  for  persons  65 
or  older. 

4.  Laboratory  and  X-ray  services. 


5.  Specified  home  health  services. 

6.  Physical  therapy. 

7.  Limited  ambulance  services. 

8.  Limited  outpatient  hospital  services. 

9.  Limited  services  of  physicians. 


NOTE:  If  you  are  required  to  pay  toward  your  care,  you  may  use  the  payment  of  noncovered  medical  expenses  to 
reduce  your  "patient  pay  amount".  These  noncovered  medical  expenses  may  be  for  yourself  or  any  member 
of  your  family.  Please  contact  your  county  department  of  social  services  for  information  on  procedures  for 
doing  this. 

For  additional  information  regarding  services,  especially  those  which  are  limited,  please  contact  your  county 
department  of  social  services. 


DSS-1614   (beck)  (3-71) 


DO  K-IS147-0 


41 


II 
I 
1 
I 
I 
I 

■ 


ft 
ft 

ft 


by  interest  groups  and  service  organizations  which  make 
a  point  of  learning  about  the  program.     Eligibility  staff 
and  Services  workers  are  primarily  responsible  for  dissemi- 
nating information  regarding  eligibility  and  benefits.  If 
a  recipient  is  denied  public  assistance,  eligibility  for 
medical  assistance  is  routinely  reevaluated.  Therefore, 
there  is  direct  dissemination  of  information  on  programs  to 
everyone  who  enters  the  local  offices.     It  is  interesting 
to  note  that  there  is  no  formalized  initiative  taken  in  the 
area  of  public  information  by  the  AP  division  of  DSS  that 
has  sole  contact  with  the  ground  floor — the  recipient  popula- 
tion via  the  county  offices.     All  present  activity  in  public 
information  is  centralized  in  BUMA  and  is  directed  toward  the 
recipient  population  only. 
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2 . 0     Policy  Implementation 
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2 . 0  Policy  Implementation 

2.1  Eligibility  Process 
2.1.1     Intake  and  Application 

As  discussed  previously,  there  is  a  functional  split 
in  county  DSS  eligibility  staff:     between  intake  and  case 
maintenance.     In  some  offices  there  is  further  specializa- 
tion for  walk-in  versus  mail-in  intake,  and  long  term  care 
versus  other  program  intake.     By  definition  intake  means 
processing  an  application  up  to  the  point  of  eligibility 
determination  and  entering  it  on  the  state  file  as  an 
active  case.     Then  the  case  and  all  necessary  redetermina- 
tions, interim  changes,  and,   if  necessary,  termination,  is 
handled  by  an  "assistance  payments"  worker.     Intake  workers 
are  the  more  qualified  staff,   since  they  are  responsible 
for  initial  data  gathering,  computations,  and  decision- 
making. 

The  rationale  behind  this  functional  split  is  to  maxi- 
mize efficiency  in  eligibility  determination.     If  the  in- 
take and  case  maintenance  functions  were  not  segregated, 
there  would  be  less  control  on  expanding  caseloads.  Intake 
would  compete  with  cases  needing  redetermination  or  up- 
dating according  to  changes  in  circumstances,  etc.  Since 
getting  services  to  people  who  need  them,  when  they  need 
them,  is  an  important  goal  in  managing  the  Medicaid  system, 
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efficiency  in  eligibility  determination  is  a  high  prior- 
ity.    Rapid  entry  of  cases  into  the  system  and  card  issu- 
ance also  avoids  problems  providers  may  have  in  obtaining 
adequate  guarantees  of  payment  before  rendering  services. 

In  small  counties  intake  is  done  only  at  the  local 
DSS,  where  eligibility  workers  process  applications  for 
all  programs — medical  as  well  as  public  assistance.  In 
Wayne  County,  on  the  other  hand,  one  out  of  seven  district 
DSS  offices  does  MA  intake,  along  with  two  major  general 
hospitals.     Applications  may  be  initiated  in  long  term 
care  institutions  with  the  help  of  a  social  worker;  however, 
its  completion  and  processing  must  always  be  handled  by  a 
DSS  intake  worker. 

A  distinctive  feature  of  Michigan  Medicaid  intake  is 
the  role  mail-in  intake  plays.     In  Wayne  County  the  number 
of  mail-in  and  walk-in  applications  is  roughly  equivalent. 
This  is  the  case  because  in  Michigan  there  is  no  require- 
ment of  in-person  contact  with  the  client  or  his  repre- 
sentative at  initial  application.     However,   some  counties 
insist  on  a  personal  interview  at  application,   and  in  fact, 
all  local  offices  said  there  is  inevitably  contact  with  the 
applicant  or  his  representative  sometime  during  eligibility 
determination,   since  very  few  successfully  complete  applica- 
tions themselves. 

County  offices  have  developed  various  mechanisms  to 
increase  the  efficiency  of  intake.     Several  have  the 
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receptionist  ask  pertinant  questions  on  needs  and  vital 
statistics  so  the  applicant  can  be  directed  to  the  correct 
program.     Screening  on  the  basis  of  a  preliminary  comple- 
tion of  the  application  is  also  done  at  some  county  offices. 
This  screening  procedure  would  sift  out  cases  with  unrea- 
sonably large  spend-downs  or  patient  pay  amounts,  as  well 
as  outright  ineligibles,   for  example.     Screening  is  a  way 
of  avoiding  processing  unnecessary  applications. 

Application  forms  are  specialized  for  ADC  cases  (Form 
DSS  322)   and  adult  cases    (Form  DSS  323).     In  essence,  they 
contain  all  the  information  necessary  to  determine  eligi- 
bility,  to  enter  the  case  on  the  master  eligibility  file, 
and  constitute  the  core  of  data  in  the  case  record.  Ap- 
plication forms  may  be  filled  out  and  signed  by  the  client 
or  his  responsible  representative.     A  copy  of  DSS  32  3  can 
be  found  in  Exhibit  VI. 

The  most  common  referral  sources  for  applicants  are 
the  institutional  providers.     Hospital  staff  and  long  term 
care  administrators  are  familiar  with  eligibility  require- 
ments and  often  help  the  applicant  fill  out  the  form. 
Other  important  sources  of  referrals  are  community  service 
programs,  neighborhood  centers,  church  groups,  CAP  centers, 
etc.     Application  can  be  made  in  advance  of  a  medical 
need  or  after  the  care  has  been  initiated. 
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EXHIBIT  VI 

APPLICATION  FOR  ASSISTANCE 

(ADULT  PROGRAMS  ONLY) 
MICHIGAN  DEPARTMENT  OF  SOCIAL  SERVICES 


L  GIVE  YOUR  FULL  NAME  (Last,  Fust,  Middle) 


TELEPHONE  NUMBER 


MAILING  ADDRESS  (Number,  Street,  Route  Number) 


City  or  Town,  State  &  Zip  Code 


County  where  you  live 


IN  CARE  OF  (If  in  Nursing  Home,  Home  for  the  Aged  or  other  institution) 


DO  NOT  WRITE  HERE 

1.  Registration  Number   

2.  Cose  Number   

3.  Pool  Number   

i.  District  Office   

5.  Application  Worker   

6.  Date  Filed   

7.  Register  Page   

8.  Line   

9.  By  '   


RETURN  THIS  FORM  TO: 


2.  NAME  AND  ADDRESS'  OF  COURT  APPOINTED  GUARDIAN  (If  you  have  one) 


3.  BIRTH  DATE 

4.  SEX  (Check  one) 

5.  RACE 

6.  1  HAVE  LIVED  IN  MICHIGAN 

1  INTEND  TO  LIVE  IN  MICHIGAN 

(Month,  Day,  Year) 

SINCE:  (Month,  Year) 

□  Male    □  Female 

(Check  one)  □  Yes    □  No 

7.  SOCIAL  SECURITY  NUMBERS:  1  CLAIM  NUMBER  (Number  on  your  check  and  letter  of 

Account  Number  (Number  on  your  Social  Security  Card)l  award  or  Medicare  Card) 

I 
I 


8.  RAILROAD  RETIREMENT  NUMBER 
(If  you  have  one) 


9.  ARE  YOU  A  VETERAN? 
□  Yes       □  No 


BRANCH  OF  SERVICE 


DATE  OF  DISCHARGE  (Month,  Day,  Year) 


VA  CLAIM  NUMBER 


10.  MARITAL  STATUS: 


I    )  Never  Married 


I    I  Married  Now  f~ J  Separated  f- J  Divorced  j    [  Widowed 


11.  THIS  SECTION  IS  ABOUT  YOUR  HUSBAND  OR  WIFE,  IF  YOU  WERE  NEVER  MARRIED,  GO  TO  SECTION  12. 
FULL  NAME  (Last,  First,  Middle) 


DATE  OF  BIRTH 
Month  I  Day 


'Year 


HUSBAND  OR  WIFE'S  MAILING  ADDRESS  (Number,  Street,  Route  Number,  City  or  Town,  County,  State,  Zip)  If  same  address  as  yours  write  "same' 


IN  CARE  OF  (If  in  Nursing  Home,  Home  for  the  Aged  or  other  Institution) 

SOCIAL  SECURITY  NUMBER  OF  HUSBAND  OR  WIFE 
ACCOUNT  NUMBER  (Number  on  Social  Security  Card) 

CLAIM  NUMBER  (Number  on  Medicare  Card) 

RAILROAD  RETIREMENT  NUMBER 
(If  your  Husband  or  Wife  has  one) 

MILITARY  SERVICE  (if  husband  or  wife  is  a  veteran 
Branch  of  Service; 

DATE  OF  DISCHARGE  (Month,  Day,  Year) 

VA  CLAIM  NUMBER 

12.  THE  FOLLOWING  QUESTIONS  WILL  HELP  US  UNDERSTAND  YOUR  REASONS  FOR  NEEDING  ASSISTANCE 


Are  you  now  receiving  or  have  you  ever  received  Public  Assistance 
or  help  from  the  welfare  department  [~ J  Yes  [~ J  No 


IF  YES,  GIVE  LOCATION  (Most  Recent) 


WHEN  (Most  recent  date) 


ANSWER  YES  OR  NO  FOR  EACH  QUESTION 

Are  you  blind  □  Yes     |7J  No  Are  you  65  years  of  age  or  older  □  Yes    □  No 

If  you  are  blind,  do  you  agree  not  to  solicit  alms   1  |  Yes      r~i  No 


Are  you  under  65  but  so  ill  or  disabled  you 
cannot  work  [~_ ]  Yes  f- J  No 


13.  IF  YOU  ARE  BLIND  OR  DISABLED,  IT  WILL  BE  NECESSARY  FOR  US  TO  GET  A  REPORT  FROM  YOUR  DOCTOR. 
May  we  contact  him?  [~ J  Yes  No 

WHAT  IS  THE  DOCTOR'S  NAME  DOCTOR'S  ADDRESS 


DSS-323  (Rev.  1  -73)  Previous  edition  obsolete 
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EXHIBIT  VI 


14.  In  case  of  emergency  it  may  be  necessary  to  contact  your  children  or  other  relanves.  Please  list  below  two  persons  you  will  want  contacted. 


NAME 

ADDRESS 

TELEPHONE 

RELATIONSHIP 

JL 

If  you  are  under  18  complete  this  section  since  it  will  be  necessary  for  the  Department  to  contact  your  parents. 
If  they  are  no  longer  living,  write  "Deceased"  in  the  address  section. 


PARENT'S  NAME 

ADDRESS 

TELEPHONE 

EMPLO 
Yes 

YED 

No 

15.  THIS  PART  TELLS  US  ABOUT  YOUR  PROPERTY:  List  all  the  property  except  your  home  you  and  your  husband  or  wife  have.  If  you  have  that  property  or 
income  listed  below  check  yes,  and  list  value  or  amount.  Be  sure  to  check  "No"  if  you  do  not  have  that  property.  Every  item  must  be  completed. 


15A. 

TYPE  OF  PROPERTY 

YES 

VALUE 

NO 

15B.                            PROPERTY  TRANSFERS: 

Have  you  or  your  husband  or  wife  transferred  or  given  away  any  real  or  peisonai  property, 
money,  or  any  type  of  property  in  Section  15A  to  another  person  or  organization  within  1 
(one)  year         □  Yes            □  No 

If  yes,  what  kind  of  property 

Real  estate,  not  including 
your  home 

S 

Savings  Account 

S 

Checking  Account 

$ 

Automobile(s)  (Make  &  Year) 

$ 

Stocks  and  Savings  Bonds 

$ 

Location  of  property,  if  real  estate 

Livestock  and  Farm  Equip. 

s 

When 

Life  Estate 

$ 

Trust  Fund 

s 

What  did  you  receive  for  this  property 

Savings  certificates 

S 

Money  held  by  another  person 

s 

Other  (specify) 

$ 

Poge  2  of  4  (Rev.  1-73) 
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EXHIBIT  VI 


16.  THIS  PART  TELLS  US  ABOUT  YOUR  INCOME: 


16A.  EMPLOYMENT 

16B.                      "OTrTER  INCOME^ 

YOUR  INfOMF 

YOUR  HUSBAND  OR  WIFF'S  INfOMF 

1  UUIl    1  lu  JUnllU    \J\\    I'll    (_    >J    1  i  i  b/ulllL 

NOTE  ALL  INCOME 

Are  you  employed 
□  Yes         □  No 

Employed 
□  Yes          □  No 

Social  Security  benefits  (self) 

YES 

AMOUNT 

NO 

S 

If  yes,  name  of  employer 

If  yes,  name  of  employer 

Social  Security  benefits  (husband  or  wife) 

s 

Support  or  alimony  (monthly) 

s 

Wages  before        How  paid 

rfpriiirtinn                  ( C^hork  nnp\ 

UCUULLIUII                       \UMtXR  UMC/ 

□  Weekly 
|   |  Biweekly 
S                    □  Monthly 

Wages  before        How  paid 

HoHnrtinn                  /Phprk  nnn^ 
UCUULUUII                    \L*HcLr\  UilcJ 

□  Weekly 

□  Biweekly 
S                     □  Monthly 

Veteran's  benefits  (monthly) 

$ 

Railroad  Retirement  (monthly) 

c 

« 

Mnpmnlnvmpnt  Cnmnpn^atmn  (wppklv) 

s 

Crops  and  other  farm  income  (yearly) 

s 

Income  from  rent    □  monthly 
|   |  weekly 

$ 

PAYROLL  DEDUCTION 

□  Weekly  □Biweekly  □Monthly 

Inrnmp  tayps  S 

PAYROLL  DEDUCTION 

□  Weekly  [   |  Biweekly  |   |  Monthly 

Inrnmp  tayps  S 

Roomers,  boarders  [   |  monthly 
□  weekly 

$ 

Social  Sftriirity  % 

Social  Security  S 

Interest,  or  Dividends  (Quarterly) 

s 

Union  dues  S 

Union  dues  S 

Workmen's  Compensation  (  weekly) 

s 

Transportation  $ 

Transportation  $ 

Pensions  (monthly) 

s 

Other  % 

OthPr  $ 

Other  (specify) 

s 

17.  PEOPLE  YOU  LIVE  WITH.  If  you  live  alone,  write  "None". 

NAME 

RELATIONSHIP 
TO  YOU 

DO  THEY  RECEIVE  OR  HAVE  THEY 
APPLIED  FOR  ASSISTANCE? 
(Check  one) 

YES 

NO 

17A.  IF  YOU  OWN  OR  ARE  BUYING  YOUR  HOME,  HOUSE  TRAILER,  OR  CAMPER,  COMPLETE  THIS  SECTION,  IF  NOT,  GO  TO  SECTION  17B. 

S   How  much  do  you  still  owe  S  


How  much  do  you  pay  monthly 
If  none,  write  NONE 

Are  your  taxes  included  in  your  monthly  payment  □  Yes  □  No 
SPECIAL  ASSESSMENT:   For  what  


If  NO,  how  much  are  your  yearly  taxes  S. 
.  How  much  S  


17B.  IF  YOU  PAY  RENT,  COMPLETE  THIS  SECTION.  IF  NOT,  GO  TO  SECTION  17C. 

Check  the  type  of  living  quarters  you  rent:  □  House        □  Unfurnished  apartment    □  Furnished  apartment     □  Trailer  lot 

|   |  Mobile  home  □  Sleeping  room  |   |  Room  and  board 

Do  you  pay  your  rent  by  the  □  week  □  month 

How  much  is  your  rent    $  To  whom  do  you  pay  your  rent  


(name) 


17C.  UTILITIES:  (Check  any  of  the  following  you  pay  separately  for) 
□  Heat                               □  Gas  or  lights 

□  Water 

17D.  If  you  receive  your  rent  free,  check  this  box  □ 

17E.  MEALS: 

Do  you  eat  two  or  more  meals  a  day  in  a  restaurant 

□  Yes             □  No 

17F.  LAUNDRY: 

Do  you  pay  to  have  your  laundry  done  (Includes  coin-operated 
laundry  machines) 

□  Yes               □  No 
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EXHIBIT  VI 


18.  Are  you  now  under  a  doctor's  care 
□  Yes  □  No 


If  yes,  may  we  contact  him 
□  Yes  □  No 


If  yes,  doctor's  name  and  address 

How  do  you  get  to  his  office 

I   |  Bus     □  Taxi     □  Walk     □  Drive  myself     |~j  Someone  else 

Do  you  pay  for  this  transportation 
□  Yes             □  No 

Has  your  doctor  said  that  you  need  someone  to  help  with  your  housekeeping  or  with  personal 
care,  such  as  dressing,  washing,  meals,  etc    f~]  Yes            Qj  No 

Has  your  doctor  said  you  should  have  a  telephone 
□  Yes             □'  No 

If  you  have  someone  who  helps  take  care  of  you  now,  give  their  name,  relationship  to  you.  and  amount  you  pay  for  their  help. 

Name 

Relationship                                Amount  paid  per  month 

$ 

19.  THIS  PART  TELLS  .US  ABOUT  YOUR  INSURANCE:  List  all  the  insurance  you  and  your  husband  or  wife  have.  If  you  do  not  have  any,  write  "NONEll. 


LIFE  INSURANCE 

HEALTH  INSURANCE 

Name  of  Company 

Name  of  Company 

Person  Insured 

Person  Insured 

Date  Issued 

Face  Value 

Policy  Number 

Name  of  Company 

Beneficiary 

Person  Insured 

Name  of  Company 

IF  YOU  ARE  65  years  of  age  or  older,  have  you  applied  for  MEDICARE 

Hospital  (Part  "A")  □  Yes      Q  No 

Doctor   (Part  "B")  □  Yes       □  No 

Please  refer  to  your  red,  white  and  blue  MEDICARE  card  for  the  above 
information. 

Person  Insured 

Date  Issued 

Face  Value 

Policy  Number 

Beneficiary 

20.  HAVE  YOU  MADE  AN  AGREEMENT  WITH  ANY  PERSON  OR  ORGANIZATION  TO  PROVIDE  FOR  YOUR  CARE 
j   I  Yes  □  No  If  yes,  who 


21.  WOULD  YOU  LIKE  TO  TALK  TO  A  WORKER  ABOUT  YOUR  PROBLEMS  OR  OTHER  NEEDS      □  Yes 


□ 


22.  I  hereby  wish  to  apply  for  assistance  and  certify  that  this  application  has  been  examined  by  me  or  read  to  me  and  the  information  is  a  true  and  complete 
statement  of  facts  to  the  best  of  my  knowledge  and  belief.  I  agree  to  let  the  County  Department  of  Social  Services  know  within  14  days  of  any  changes 
in  my  property,  income,  living  arrangements,  or  other  information  I  have  given,  since  this  may  affect  whether  or  not  1  can  receive  assistance.  Public 
Act  280.  I  understand  that  my  application  may  be  one  of  those  chosen  for  investigation. 

BEFORE  YOU  SIGN  YOUR  NAME  GO  BACK  AND  CHECK  TO  SEE  THAT  EACH  ITEM  WHICH  APPLIES  TO  YOU  HAS  BEEN  COMPLETED 


Signature 


(Applicant  or  person  acting  for  applicant) 


Date. 


(Month) 


(Day) 


(Year) 


Two  witnesses  only  if 

1.  Signature  of  witness 

2.  Signature  of  witness 

signed  by  mark  X 

PENALTIES  FOR  FRAUD:   The  state  law  provides  penalties  for  persons  found  guilty  of  obtaining  assistance  for  which  they  are  not  eligible  by  making 
false  statements  or  by  failing  to  report  their  true  circumstances  or  failing  to  report  promptly  any  changes  in  their  circumstances.  If  evidence  indicates  that 
such  individuals  have  wilfully  violated  the  law,  they  will  be  referred  to  the  proper  law  enforcement  authority  for  investigation  and  possible  prosecution. 
Anyone  who  aids  another  person  to  obtain  assistance  fraudulently  is  subject  to  the  same  penalties. 


Signature  of  person  if  any  who  helped  complete  this  form 


Address 


Telephone 


DSS-3?1  fRcv.  1  .73)  (hark) 
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Intake  workers  are  not  required  to  give  the  applicant 
any  explanations  of  the  covered  benefits,  how  to  use  the 
care,   etc.     However,  in  practice,  and  especially  with 
spend-down  or  patient  pay  cases,   intake  workers  must  de- 
vote considerable  time  to  explaining  the  program  to  the 
applicant.     Most  commonly  client's  questions  center  around 
what  is  required  of  them  for  further  eligibility  determina- 
tion, and  when  they  will  receive  their  cards. 

Since  all  SSI  recipients  are  automatically  eligible 
for . Medicaid ,   SSA  bears  the  burden  of  eligibility  deter- 
minations for  that  population.     Ideally,   all  SSI  recipients 
are  filed  on  SDX  tapes.     SDX  is  used  to  enter  new  MA  recip- 
ients who  are  eligible  due  to  their  SSI  eligibility  on  the 
DSS  recipient  file. 

However,  SSA  is  slow  in  determining  eligibility  and 
slower  on  disability  certifications.     Furthermore,  the  SDX 
tapes  are  said  to  be  often  inaccurate  and  haphazard  in  in- 
dicating terminations  and  changes  in  case  status. 

Due  to  these  inefficiencies,   county  DSS ' s  have  taken 
the  initiative  to  speed  eligibility  determination  of  this 
population  and  its  entry  onto  MA  files.     If  a  recipient 
applies  to  MA  prior  to  SSI,  the  local  DSS  will  process  an 
entire  adult  application.     If  an  SSI  client  has  an  acute 
medical  need  and  there  is  a  delay  in  the  SDX  tapes  entering 
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him  onto  MA  rolls,  DSS  will  process  the  case.     In  this 
circumstance,  the  client  must  bring  proof  of  SSI  eligi- 
bility and  only  data  required  to  enter  the  case  on  the 
master  file  is  obtained. 
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2.1.2     Eligibility  Determination  and  Verification 

Eligibility  must  be  determined  and  a  case  fully  pro- 
cessed within  forty-five  days,  except  for  cases  involving  the 
disabled  which  have  a  time  limit  of  sixty  days.  Eligibil- 
ity determination  is  based  on  obtaining  a  variety  of  in- 
formation and  doing  adequate  calculations  in  order  that 
Forms  DSS  324  and  329,   "Eligibility  Determination",  (Ex- 
hibit VII) ,   can  be  completed.     These  forms  are  essentially 
checklists  itemizing  all  the  factors  involved  in  eligibil- 
ity determination  and  are  ultimately  filed  in  the  case 
record.     The  most  important  factors  for  MA  eligibility  are 
categorical  relatedness,  income  and  resources,  and  evidence 
of  need.     There  are  special  forms  used  for  assessment  of 
each  of  these  items. 

Determining  categorical  relatedness  is,   in  large  part, 
the  principal  cause  for  delays  in  processing  applications. 
The  problem  lies  in  obtaining  documentation  of  disability 
or  incapacity.     Practitioners  are  slow  in  their  certifica- 
tions of  disability,   as  is  SSA.     Other  categories  of  re- 
cipients,   the  aged,  blind,   and  ADC  or  under  21  children, 
present  no  such  difficulties. 

Determining  an  applicant's  resources  is  also  a  time- 
consuming  process  since  it  often  involves  the  applicant 
bringing  in  to  the  office  bank  books,  insurance  policies, 
deeds  of  property  sale,  etc.     Applicants  rarely  have  this 
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EXHIBIT  VII 


ELIGIBILITY  DETERMINATION 

(Adult  Programs  only) 

State  of  Michigan 
Department  of  Social  Services 


CASE  NAME 


co.  CD.&f  cjase  n^umb.er 


LOAD  NUMBER 


|     | REQUEST 


|     |  APPLICATION 


I     |  REDETERMINATION 


|     1  CANCELLATION 


INSTRUCTIONS 

Evaluate  all  factors  of  eligibility  related  to  the  program  for  which  the  client  is  applying  initially  or  those  required  at  redetermi- 
nation or  program  change.    If  the  information  on  the  application  fulfills  the  requirement,  check  the  "Yes"  box.    If  the  application 
is  incomplete  or  inconclusive  or  if  the  eligibility  factor  is  one  which  cannot  be  established  by  the  client's  statement,  indicate 
in  the  column  titled  "Other"  how  the  factor  was  met,  e.g.,  form  number  and  date.    If  evaluation  is  not  needed  ct  redetermination, 
enter  NA. 


ELIGIBILITY 
FACTORS 

REQUIREMENT  MET  BY 

On  App. 

OTHER  (Specify) 

AGE 

V  ET  C 

T  to 

□ 

RESIDENCE 

□ 

.   7.  ; 

INSTITUTIONAL  STATUS 

□ 

PROPERTY  (Amount) 

□ 

PROPERTY  (Divestment) 

□ 

BLINDNESS 

(AB  ond  AB  Related) 

NA 

SOLICITATION  OF  ALMS 
(AB  and  AB  Related) 

□ 

DISABILITY 

(AD  ond  AD  Related) 

NA 

CONCURRENT  RECEIPT  OF 
ASSISTANCE 

□ 

NEED 

A.  RESPONSIBLE  RELATIVE  1  S) 

□ 

B.  UTILIZATION 
OF  RESOURCES 

□ 

C.  BUDGET  DEFICIT 

NA 

NTRACTUAL  CARE 

□ 

DSS-324  Rev  2-70 

'Previous  edition  moy  be  used) 
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EXHIBIT  VII 


MEDICAL  ASSISTANCE  COMPUTATION 


PROPERTY 

INCOME 

Total  nor.exempt  property  -$  

Protected  property  level 
Excess  property  (if  any} 

(6  OR  121 

 months  gross  income  $ 

Subtract  applicable  deductions   

  monfn-;  net  'nCOTlfl 

Protected  income  level 
Excess  income  (if  any) 
Less  noncovered  medical 

Less  projected  medical  costs  for        (6  or  12  mos.)   

Excess  Income 

CERTIFICATION 

n  The  above-named  person  is  eligible  for  

Effective  Date  PA 


Date 
Date 
Date 
Date 

il  The  above  person  is  not  eligible  for  

Reason  for  denial,  withdrawal,  or  other  disposition  than  by  approval:   


Effective  date  MA  

Eligibility  follow-up  required: 

□  None  __  Other 

□  Relative  Date   __  Other 

n  Disability  Date    □  Other 

—  or  Blindness  1 — 1 

Authorized  signature  


Effective  date  of  cancellation 
Reason  for  cancellation: 


Authorized  Signature  -   Date 


DS5-S2J  (Bock)  Rev.  2-70 
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information  available.     Besides  difficulties  in  collecting 
information,  the  differences  with  SSI  requirements"*"  are 
problematic,  as  are  the  rules  regarding  divestment  of  prop- 
erty.    Finding  out  whether  an  applicant  used  to  have  prop- 
erty but  disposed  of  it  up  to  one  year  prior  to  applica- 
tion for  the  express  purpose  of  becoming  eligible  for 
Medicaid  is  complicated  and  full  of  contingencies.  Re- 
searching third  party  insurance,  both  life  and  health,  also 
presents  difficulties.     Determining  cash  versus  face  value 
of  life  insurance  policies  is  required. (since  the  cash  value 
put  a  recipient  over  the  allowed  resource  level)   and  has 
been  considerably  simplified  with  the  cooperation  of  in- 
surance companies  providing  schedules  of  values.     For  every 
recipient  carrying  any  medical  insurance  a  DSS  1354  "Medi- 
caid Questionnaire  and  Assignment"  must  be  completed  (Ex- 
hibit VIII) .     This  is  used  as  a  control  in  billings  to  in- 
sure receipt  of  third  party  liabilities,  rather  than  as 
a  resource  factor.     Payment  of  health  insurance  premiums, 
however,  are  deductible. 

Considerable  discretion  is  given  the  eligibility 
worker  in  this  area  of  resources  which  involves  assigning 
value  to  property  and  estimating  its  ownership.     The  guide- 
lines in  the  manual  on  these  matters  are  vague,  and  workers 
largely  are  left  to  use  their  judgment  and  to  follow  their 
predisposition  toward  the  client  in  estimating  his  resources. 

"'"See  Section  1.4.4.  . 
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CASE  NUMBER 


EXHIBIT  VIII 
MEDICAID  QUESTIONNAIRE  AND  ASSIGNMENT 


RECIPIENT  NUMBER 


Please  answer  the  following  questions  and  either  Section  I,  Section  II  and  Section  III  if  applicable. 


DATE  OF  ACCIDENT 
OR  HOSPITALIZATION       IF  ACCIDENT,  WHAT  HAPPENED? 


3.  Vthere  did  it  occur? 

|    |  at  work        [~]  outomobile       j^l  home 


.  orher 


SECTION 


IF  ACCIDENT: 


a.  Place  of  accident: 


b.  Police  Deportment 


c.  Was  other  party  at  fault? 

Z)  Ves       L7J  no       [Z_J  undetermined 


d.  Are  you  making  a  claim  against  other  party? 
D  Y€S  CD  no  D  undecided 


e.  Other  party's  insurance  compcny  and  odcress 


f.  Your  insurance  company 


g.  Hove  you  received  a  settlement  or  other  benefits?  Explain: 


h.  Are  you  represented  by  an  attorney9  yes       _J  no      If  yes,  give  name  and  address: 


IF  INJURY  OCCURED  AT  WORK: 


SECTION  II 


rxplain  what  happened 


a.  Reported  to  your  employer? 
□  Yes  □  no 


b.  Have  you  made  a  claim  for  compensation  benefits? 
□  yes  □  no 


c.  Name  and  address  of  employer 


d.  Is  an  attorney  handling 
your  claim?   |    j  yes    |__  \  i 


If  yes,  fill  in 
(h)  above. 


F  THIRD  PARTY  RESPONSIBLE  FOR  MEDICAL: 


SECTION  III 


0.  Are  you  or  any  of  your  family  covered  by 

medical  insurance             yes        [~^]  no  j 

ik          If  yes.  Name  of  company: 

r 

b.  Hos  ony  other  person  been  ordered  to  furnish  medical 
coverage  to  you  or  your  children?   [    |  yes        |    |  no 

\          If  yes,  Nome  ond  relationship:  (Ex-husband,  wife  child's  father,  mother) 

P 

c.  If  a  court  order,  which  court? 

("|~|  circuit   [^]  probate 

^       County                                    ^   Date  cf  court  order 

d.  Do  you  hove  a  c^py  of 
the  order?  FJ  yes  no 

e.  Do  you  know  whereabouts  of  the  person  liable 
for  mediccl'*1  ~~ |  yes         Q~]  no 

K.        Name  and  address: 

f.  Place  of  employment: 


Bodge  Number 


Addr 


Social  Security  Number 


g.  Are  you  willing  to  take  legal  action  necessary 
to  enforce  tins  order?  |     j  yes        \^\  no 


h.  Do  you  authorize  the  Stare  Department  of  Social  Services  to  act  in  your  behalf 
in  this  matter  with  the  Courts?  yes  no 


I  have  read/or  this  questionnaire  was  read  to  me  and  it  is  correct. 


Fn-UPIENT  SIGNATURE 

STREET 

CITY 

STATE 

PHONE: 

DSS-  13S4  (10-72) 
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A  special  form  "Income  and  Patient  Pay  Computation", 
DSS  3284    (Exhibit  IX) ,  guides  the  calculation  of  income 
for  eligibility  determination  for  Group  II    (medically  needy) 
applicants.     As  seen  in  Item  A  on  the  3284,  variable,  sea- 
sonal, or  self-employment  income  is  pro-rated  by  incre-  ■ 
ments — a  highly  sensitive  and  fair  estimation  of  income. 
An  individual  can  therefore  earn  a  considerable  amount  one 
month  and  nothing  the  next  and  not  be  penalized  for  this 
variability,  which  is  what  happens  in  a  flat  six  or  twelve- 
month  pro-rating  procedure. 

The  principle  behind  the  3284  form  is  that  in  the 
stepwise  process  of  applying  disregards  and  deductions, 
the  spend-downer  or  patient  pay  individual  is  filtered  out 
from  medically  needy  applicants.     The  spend-down  or  patient 
pay  case  is  one  with  inadequate  deductions,   i.e.,  insuf- 
ficient medical  needs. 

Medical  needs  are  thus,   in  reality,   the  ultimately 
critical  eligibility  factor  in  a  medically  needy  and  spend- 
down  or  patient  pay  case.     Several  forms  have  been  devel- 
oped to  document  medical  needs,     prescribed  future  medical 
treatment  or  expenses  are  shown  on  "Medical  or  Dental 
Needs"  DSS  54    (Exhibit  X) ,  which  must  be  signed  by  the 
physician  or  dentist,  and  which  documents  current  medical/ 
dental     condition,  necessary  treatment,  and  the  anticipated 
costs.     A  similar  form,  Medical  Deductions  Record,   DSS  3226 
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EXHIBIT  IX 


MA  GROUP  2  -  INCOME  AND  PATIENT  PAY 
COMPUTATION 
State  of  Michigcn  —  Department  of  Social  Services 

CASE  NAME 

CO. 

DIST. 

UNIT  WKR. 
/ 

PRO. 

FAMILY  NUMBER 

SUFFIX 

ELIGIBILITY  PERIOD  , 

1 

F  ROM:  THROUGH: 

I.   INCOME:    (Complete  this  section  for  all  clients).    Include  all  income  received  by  all  members  of  the  "family  group"  within 
the  eligibility  period.   Determine  net  income  as  directed  in  the  MA  Eligibility  Manual. 


A. 


(t) 

Source  of 
income 

(2) 

Monthly 
gross 

(3) 

Disregards 
(Adult 
related 

programs) 

(4) 

Adjusted 

gross 
(2) -(3) 

(5) 

Expenses  of 
employment 

(6) 

Monthly 

net 
(4)  -(5) 

17) 

Eligibility  Period 

Months 

(Emer  No.  of  months 

income  received 
within  above  period) 

(8) 

Total 
(6)  X  (7) 

B.   Net  income  for 


jnths. 


C.   Protected  income  level  for 


months. 


D.   Excess  income.   (If  no  excess,  open  MA  with  0  patient  pay  amount.) 


Total  of  Col.  8  above 
(enter) 

(b  -  a 


II.  DEDUCTIONS  FROM  EXCESS  INCOME: 

E«   Incurred  "noncovered",  and  incurred  and  paid  MA  covered  medical  expense  from 
first  day  of  the  month  of  application  to  date  of  computation  (itemized  on  DSS-3226. 


F.  Excess  income.   (If  no  excess,  open  MA  with  0  patient  pay  amount.) 

G.  Medicare  "A"  and  "B"  (or  other  health  insurance)  premiums  for  the  eligibility 
period,  if  any. 

H.  Excess  income  (If  no  excess,  open  MA  with  0  patient  pay  amount.) 

It.    Estimated  "noncovered"  medical  expense  (except  for  client  in  long-term  care) 
for  remainder  of  the  eligibility  period  (physician's  statement.) 

J.    Excess  income.   (If  no  excess,  open  MA  with  0  patient  pay  amount.) 


(enter) 
(D  -  E) 

(enter) 
(F  -  G) 

(enter) 
(H  -  I) 


III. 


APPLICABLE  CARE  PLAN  (COMPLETE  ONE  ONLY) 
LONG-TERM  CARE 

K.    If  excess  income  remains,  change  to  monthly  amount.   Application  is  to  be  pended 
until  probable  amount  of  monthly  cost  of  care  is  known.    If  cost  is  greater  than  "K 
and  DSS-531A  has  been  received,  open  MA.  ("K"  will  be  the  monthly  patient 
pay  amount.)    If  cost  is  less  than  "K,"  deny  MA. 


(J  -  12) 


HOSPITALIZATION  (Acute  Care) 

L.   If  excess  income  remains,  application  is  to  be  pended  until  worker  determines 

probable  cost  of  care  within  the  period  of  eligibility.  When  cost  of  care  is  greater 
than  and  DSS-1645A  has  been  received,  open  MA.  ("L"  will  be  the  patient 

pay  amount  and  paid  one  time  only.)    If  cost  is  less  than  "L",  deny  MA. 

IN  OWN  HOME 

M.    If  excess  remains,  enter  from  "H"  above  amount  client  must  spend  toward  medical 
expenses.   Application  is  to  be  denied  and  DSS-  114  issued.   Client  is  to  be  in- 
structed to  return  DSS-  1 14  as  soon  as  amount  indicated  in  "M"  has  been  used  for 
incurred  "noncovered",  and  incurred  and  paid  MA  covered  medical  expenses. 


(enter  from 
J  above) 


(enter  from 
H  above) 


Worker's  Signature 


Date  of  Computation 


DSS-3284  (Rev.  11  -73)  Previous  edition  may  be  used. 
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EXHIBIT  X 


INSTRUCTIONS 


MEDICAL  OR  DENTAL  NEEDS 

State  of  Michigan 
Department  of  Social  Services 


DSS-54  REV     I  1-69 

IfORMERLY  SB-54   WmiCm    iS  OBSOLETE* 


County  Office:    Check  items  you  want  completed. 

Doctor:  Com  pi  eje  ifeiris  «ft  ecked.  If  you  believe  other 
items  should  be  provided,  please  indicate. 


AUTHORIZATION:   You  are  hereby  authorized  to  release  the  information  requested  below  to  the  Department  of  Social  Services. 


Signature  of  patient  or  person  acting  in  his  behalf 


L        '  J 

DATE 

NAME  OF  PATIENT 

BIRTH  DATE 

LOAD  NO. 

PROG. 

CO.  CD 

CASE  NUMBER 

CASE  NAME 

Dear  Sir: 

ADDRESS 

Public  assistance  has  been  requested  to  meet  the  medical  or  dental  expenses  of  this  patient.   We  shall  appreciate  your  statements 
in  the  spaces  provided  below.    Information  given  will  be  treated  confidentially.   An  addressed,  stamped  envelope  is  enclosed  for 
your  convenience. 


County  Office 


Authorized  Signature 


|    |     1.  Diagnosis(es) 


I  |  2.  Estimate  of  time  patient  will  require  treatment:  fc  ircle  number  of  months) 
i    |    3.    Estimated  cost  $  

|    |    4.    Estimated  number  of  office  or  clinic  visits  per  month 


1    2  3    4    5    6  7 


9    10    11  12 


per  moo  th  .       (  Include  fees  for  office  visits  or  home  cal  Is,  a/so  cost  of  any  drugs  or  other  medical  sup  pi  ies  fumi  shed 
to  patient. ) 


I    I    5.   Prescribed  drugs  and  other  medical  supplies  to  be  purchased  at  drug  store: 

Type  


Quantity  

COST  TO  BE  SECURED  FROM  PHARMACIST  BY  CLIENT  OR  WORKER:  S. 


.PER  MONTH. 


I    I    6.    Special  diet.    (NOTE:    Complete  only  if  a  prescribed  diet  will  require  types  and  quantities  of  foods  v/hich  will  result  in 
costs  in  ex.cess  of  the  amount  regularly  included  in  the  assistance  grant  for  food.) 
a.   Diagnosed  condition  upon  which  diet  is  based:  


b.  Date  patient  examined  and  diagnosis  established:  

c.  Circle  number  of  months  diet  is  to  be  continued:  123456789  10  11  12 
Attach  copy  of  special  diet  menu.   (Cost  can  be  considered  only  if  menu  is  provided.) 

7.     Telephone   (Medically  necessary  for  patient' s  functioning  in  daily  living  plan}:      1      |  YeS 

I    I'   8.   Nursing  care.   Patient  will  require  nursing  care  for  months. 


I    I    9.    Housekeeping  services.    Patient  will  require  housekeeping  services  for. 

~ J]    10.     CorreC  1  i  ve  a  ppl  ion  CeS  Or  prostheses:      (Specify  type  or  attach  prescription!   

j    |  11.    Other  recommendations:     (Use  bock  if  necessary)   

Date  patient  was  last  seen    

Date  of  this  statement   


iths 


Signature  of  Physician  or  Dentist 


Title 


Street  Address 

61 


City 


Zip  Code 


EXHIBIT  XI 


MEDICAL  DEDUCTIONS  RECORD 

State  of  Michigan 
Department  of  Social  Services 


CASE  NAME 

PRO. 

FAMILY  NUMBER 

SUFFIX 

COUNTY 

DIST. 

UNIT 

WORKER  NO. 

For  client  in:       O    long-term  care:  (□  tentative      □  final) 


□    hospital  □    own  home  or  TB  unit  of  hospital 

I.  "Noncovered"  medical  expenses  incurred  by  eligible  members  of  family  group,  and  ineligible  persons  whose 
income  was  considered  in  determination  of  excess  income.  Expenses  must  be  incurred  within  a  period  from 
the  first  day  of  the  month  of  request  to  date  of  computation.  Medical  expenses  covered  by  MA  may  also  be 
entered  if  verified  by  receipt.  (See  MA  Item  302.) 


DATE 

FAMILY  MEMBER 
INDICATE  WHETHER 
ELIG.  (E|  OR  INELIGIBLE  (IN) 

DESCRIPTION  OF  SERVICE 

PROVIDER  OF  SERVICE 

CO 
AMOUNT 
PAID 

(Verify  by 
Receipt) 

ST 

AMOUNT 
INCURRED 

BUT 
NOT  PAID 

TOTAL 
A  LLOW- 
A  S  LE 

DEDUC- 
TION 

TOTAL 

II.    Noncovered  medical  expenses  for  persons  as  indicated  in  I.  above  for  the  balance  of  the  eligibility  period  (6  or  1  2 
months.) 


A.  Medicare  A  and  B  premiums,  or  other  health  insurance  premiums  I  J 

B.  Estimated  medical  expenses  for  balance  of  the  eligibility  period. 

(Does  not  apply  to  client  in  long-term  care.)  DSS-54  attached  for  each  person.  I  I 


NOTE:     For  long-term  care  cases,  unexpected  medical  expenses  for  ineligible  family  members  may  also  be 

deducted  from  the  patient  pay  amount.  Receipts  must  be  submitted  for  the  current  month  to  the  long- 
term  care  facility  when  the  patient  pay  amount  is  paid  for  that  month. 


SIGNATURE 


DATE  COMPLETED 


DSS-3226  (8-73) 
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(Exhibit  XI)   is  used  for  past  expenses,  requiring  documen- 
tation of  a  date,   provider,   and  type  of  service."'"  For 
the  applicants  who  have  been  admitted  to  a  general  hospital 
or  a  long  term  care  facility,   forms  are  generated  by  these 
institutions  and  sent  to  county  offices  to  validate  eligi- 
bility and  inquire  sbout  any  patient  pay  amounts.  While 
the  "Inpatient  Hospital  Admission  Notice,"  DSS  1645A,  and 
"Long  Term  Care  Admission  -  Authorization  Notice",  DSS 
531A  (Exhibits  XII  and  XIII)   are  used  by  institutions  pri- 
marily for  billing  purposes,  they  serve  as  declarations  of 
medical  needs  for  the  county  in  eligibility  determination 
as  well. 

Since  there  are  not  only  many  forms  but  also  a  lot 
of  information  involved  in  this  matter  of  estimating 
medical  needs,  this  step  is  extremely  time-consuming  for 
workers  in  processing  an  application.     Therefore,  there  is 
some  variation  in  the  thoroughness  and  patience  of  the 
worker  in  filling  out  the  deductions  section  of  the  32  84 
form.     Variability  also  stems  from  the  discretion  given  to 
workers  in  what  medical  expenses  they  count  as  legitimate 
for  deduction.     There  is  no  simple  listing  in  the  manual 
spelling  out  covered  and  non-covered  services.     Rather  there 
is  a  very  detailed,   lengthy  benefits  section  some  workers 
have  found  difficult  to  use. 

''"As  discussed  in  Section  1.4.1,  non-Medicaid  covered 
expenses  may  be  incurred,  while  Medicaid-covered  expenses 
must  be  paid  to  count  as  legitimate  deductions. 
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EXHIBIT  XII 


BOX  NUMBER 

CODE  NAME 

CODE 

13 

Sex  Code 

0  =  Male        1  =  Female 

14 

Referral  Code 

1  =  Emergency  room        2  =  Outpatient  department      3  =  Private  physician 
4  =  Another  hospital     5  =  Extended  Care  Facility    6  =  Rehabilitation  Center 
7  =  Psychiatric  facility      8  =  Other 

y— v5 — 

Service  Unit  Code 

1  =  Medical      2  =  Surgical      3  =  Obstetrical       4  =  Pediatric      5  =  Other 

16 

Emergent  Condition  Code 

1  =  Emergency                2  =  Non-emergency 

17 

Injury  Code 

1  =  Not  an  accident        2  =  Accident 

18 

Resources  Code 

1  =  Self/Family      2  =  Private  insurance      3  =  Blue  Cross/Blue  Shield 
4  =  Employer/Union       5  =  Workmen's  Compensation       6  =  Medicare 
7  =  DSCC  (Division  of  Services  to  Crippled  Children)      8  =  Other 

INPATIENT  HOSPITAL  ADMISSION  NOTICE 


1.  PROVIDER'S  NAME  AND  CITY 

2.  ATTENDING  PHYSICIAN'S   NAME                                                3.  ID  NUMBER 

\ 

4.  PATIENT'S  NAME  (LAST,F1RST,MI0DLE  INITIAL) 

5.  RECIPIENT   ID  NO. 

6.  BIRTH  DATE 

7.  ADMISSION  DATE 

8.  24  HOUR  ADMISSION  TIME 

9.  HOSP.  CASE  NO. 

10.  PATIENT'S  ADDRESS  (NUMBER,  STREET  AND  CITY) 

1  1  .  STATE 

12.  ZIP  CODE 

13.  SEX  CODE 

1  4 . REFERRAL  CODE 

IS.  SERV.  UNIT  CO. 

16.  EMERGENT  CONDITION  CODE 

17.  INJURY  CD. 

1  8.  RESOURCES  CD. 

19.  PERSON  RESPONSIBLE  FOR  PATIENT 

20.  ADDRESS  (NUMBER,  STREET  AND  CITY) 

21  .  STATE 

22.  ZIP  CODE 

23.  PHONE  NO. 

24.  PRIMARY  ADMITTING  DIAGNOSIS 


25.  SECONDARY  ADMITTING  DIAGNOSIS- 


26.  PRIMARY  CONTEMPLATED  SURGICAL  PROCEDURE 


PATIENT'S  CERTIFICATION 


I  CERTIFY  THAT  THE   INFORMATION  FURNISHED  BY  ME   IN  APPLYING  FOR  HOSPITAL  SERVICES  UNDER  PUBLIC  ACT  321.   1966   IS  CORRECT.     FURTHER   I  DECLARE 
AND  HEREBY  AFFIRM    THAT  I  HAVE  FULLY  DISCLOSED  TO  THE  HOSPITAL  THE  NAMES  AND  ADDRESSES  OF  ALL  PARTIES  LIABLE  OR  WHO  MAY  BE  LIABLE   IN  WHOLE 
OR  PART  FOR  PAYMENT  OF  THESE  HOSPITAL  SERVICES.     BY  ACCEPTING  THESE  SERVICES  I  AUTHORIZE  THE  HOSPITAL  TO  RELEASE  ALL  NECESSARY  INFORMATION 
AND  RECORDS  FOR  PURPOSES  OF  DETERMINING  THE  RESPECTIVE  LIABILITY  AND/OR  LIABILITIES  OF  ALL  PARTIES  RESPONSIBLE   IN  V/HOLE  OR  PART  FOR  THE 
PAYMENT  OF  THESE  HOSPITAL    SERVICES.     I  HEREBY  AUTHORIZE  AND  ASSIGN  DIRECTLY  TO  THE   ABOVE   NAMED  HOSPITAL  ANY  AND  ALL  BENEFITS    I  MAY  BE  EN- 
TITLED TO  AND  OTHERWISE  PAYABLE  TO  ME  FOR  THIS  PERIOD  OF  HOSPITALIZATION.     (SIGNATURE  BY  MASK  MUST  BE  WITNESSED.) 

PATIENT  OR  WITNESS  V. 

AUTHORIZED  IF  SIGNED 

REPRESENTATIVE  r  BY  MARK 


u 


DSS-  1645  A  (10-72) 


28.  THIS  AREA  FOR  SOCIAL  SERVICE  OR  DSCC  USE 


ELIGIBILITY 

BILLING  INFORMATION 

[~]   APPROVED  OR 
ACTIVE 

|     |  DENIED 

ELIGIBLE  PERSON 

RECIPIENT  ID  NO. 

PATIENT  PAY  AMOUNT 

3RD.  PARTY  LIABILITY 

REMARKS: 

UNIT 

WORKER  NO. 

SIGNATURE                        g  ^ 
V   

DATE 

EXHIBIT  XIII 


LONG  TERM  CARE  ADMISSION- AUTHORIZATION  NOTICE 

STATE  OF  MICHIGAN   -    DEPARTMENT  OF  SOCIAL  SERVICES 


I.  FAMILY  NO.  2.  SUFFIX      3.  PROG.  CODE       4.  COUNTY  CODE        5.  SOCIAL  SECURITY  CLAIM  NO 


r 


6.  birth  date  IMO.&  yr.)   7.  provider  number 


VENT'  S  LAST  NAME 


9.  PATIENT'S  ADDRESS  (NO.,  STREET,  CITY  OR  TOWN,  STATE,  &  ZIP  CODE) 


10.  NAME  OF  PERSON  RESPONSIBLE  FOR  PATIENT  (LAST,  FIRST,  4  MIDDLE) 


11.  RELATIONSHIP  TO  PATIENT 


12.  RESPONSIBLE  PERSON'S  ADDRESS  (NO.,  STREET,  CITY  OR  TOWN.  STATE,  S   ZIP  CODE) 


1  3.  TELEPHONE  NO. 


DATES   OF    PRIOR   HOSPITAL  STAY 

16.  NAME  AND  ADDRESS  OF  PRIOR  HOSPITAL 

14.   ADM  1  SS  1  ON 

MO.          |          DAY         |  YR. 
[  1 
I  1 

1  5.  Discharge 

1  1 

17.  DATE  OF  THIS  ADMISSION 
MO.         |         DAY        |  YR. 

1 

1  i 
i  i 

18.  ADMITTING  DIAGNOSIS  (PRIMARY) 

19.  ADMITTING  DIAGNOSIS  (SECONDARY) 

70.  NAME  OF  ATTENDING  PHYSICIAN 

□ 
□ 
□ 


RESOURCES  AVAILABLE  FOR  PAYMENT  OF  PATIENT'S  CARE: 

1.  PRIVATE  INSURANCE      [  ~|  4.  OTHER  (explain) 


NAME  OF  INSURED  -   NAME  &   ADDRESS  OF  INSURANCE  CO.   -   POLICY  NO. 


2.  EMPLOYER  OR  UNION 

3.  MEDICARE 


22.  PATIENT'S  CERTIFICATION 

I  certify  that  the  information  furnished  by  me  in  applying  for  skilled  nursing. home  or  other  long  term  care  under  Michigan  Public  Act  321,  1966  or 
Michigan  Public  Act  280,  1939  is  correct.  Further,  I  declare  and  hereby  affirm  that  I  have  fully  disclosed  to  the  facility  named  in  Item  23  the 
names  and  addresses  of  all  parties  liable  or  who  may  be  liable  in  whole  or  part  for  payment  of  care  received  in  the  named  facility.  By  accepting 
the  services,  I  hereby  authorize  the  named  facility  to  release  all  necessary  information  and  records  for  purposes  of  determining  the  respective 
liability  and/or  liabilities  of  all  parties  responsible  in  whole  or  part  for  the  payment  of  services  received  in  this  facility.  I  hereby  authorize  and 
assign  directly  to  the  named  facility  any  or  all  benefits  I  may  be  entitled  to  and  otherwise  payable  to  me  for  the  period  of  service  inthis  facility. 

SIGNATURE  (PATIENT  OR  RESPONSIBLE  REPRESENTATIVE)  DATE 


24.  SIGNATURE  OF  NURSING  HOME  OR 
FACILITY  REPRESENTATIVE 


FOR  MICHIGAN  DEPARTMENT  OF  SOCIAL  SERVICES  USE  ONLY 
DETERMINATION  OF  ELIGIBILITY 


□ 


DENIED 


FINANCIAL  ELIGIBILITY 

(     |  APPROVED 


SUBJECT  TO  THE  FOLLOWING  CONDITIONS: 


BILLING  INFORMATION 


FAMILY  NUMBER 


PROGRAM  AND  COUNTY  CODE 


INSTITUTIONAL  CODE 


EFFECTIVE  DATE 


EXPIRATION  DATE 


REMARKS: 
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If  the  difference  between  the  protected  income  level 
and  the  applicant's  income  on  the  DSS  32  8  4  computation 
sheet,  before  or  after  deductions,  is  zero,  he  is  declared 
eligible  as  medically  needy.     However,  if  there  is  still 
excess  income,  he  is  a  spend-downer  or  patient  pay  case. 
Such  cases  will  be  discussed  in  Section  2.1.3.     If  a  case 
is  made  up  of  different  eligible  members,   for  the  under 
21  or  disabled  programs,   for  example,  then  often  workers 
do  several  computations  of  income  on  32  84,  determining 
which  is  most  favorable  to  the  client. 

There  is  no  requirement  of  verifying  any  eligibility 
factors  in  Medicaid  eligibility  determination."'"     When  an 
applicant's  answers  are  illogical  or  suspicious,  the  "pru- 
dent person"  policy  is  used.     However,  often  items  of  veri- 
fication must  be  brought  in  to  the  county  office  because 
the  client  does  not  know  how  much  money  is  in  his  savings 
account  or  the  face  value  of  his  life  insurance  policy. 

When  an  applicant  is  determined  eligible,  the  worker 
gathers  data  for  the  DSS  5A,  Case  Status  Notice  (Exhibit 
XIV) ,   the  input  document  to  the  Client  Information  System 
eligibilty  file.     The  5A  data  is  then  telephoned  in  to  a 
Regional  Communication  Center  which  automatically  transmits 

1 

This  excludes  the  items  already  mentioned  such  as 
documentation  of  blindness  or  disability  certification, 
and  of  medical  expenses  for  deductions. 


66 


67 


it  onto  the  central  state  file.     Entering  cases  onto  the 
CIS  is  one  of  the  biggest  problems  intake  workers  have  in 
processing  cases.     Too  few  lines  were  designated  for  this 
purpose,  which  causes  backlogs  at  the  county  offices  and 
delays  in  card  issuance  to  verify  eligible  recipients. 

The  client  is  notified  of  his  eligibility  by  receiving 
his  Medicaid  card  which  is  generated  by  the  entry  of  the 
5A  onto  the  file.     If  an  applicant  is  found  ineligible,  he 
receives  a  denial  letter  from  the  intake  worker,  stating 
his  ineligibility  due  to  resources  or  categorical  related- 
ness,  or  to  his  excess  income.     The  latter  case  is  a  spend- 
downer,  and  the  next  steps  that  he  must  take  will  be  dis- 
cussed in  the  next  section.     If  a  client's  medical  need  is 
urgent  and  he  is  denied  for  some  reason  other  than  excess 
income,  then  his  case  is  referred  to  the  GA  Adult  Hospital- 
ization Program.     Eligibility  for  this  program  is  also  de- 
termined by  the  county  DSS. 

For  a  case  that  has  no  retroactive  medical  expenses 
in  the  past  for  Medicaid  to  pick  up,   the  eligibility 
period  extends  from  the  first  day  of  the  month  of  applica- 
tion to  six  or  twelve  months  into  the  future.     A  case  re- 
quiring retroactive  eligibility  is  handled  exactly  the 
same  as  above,  except  that  the  period  begins  the  first 
day  of  the  month  prior  to  application.     For  two  or  three 
month  retroactivity,  a  separate  shortened  eligibility  period 
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is  designated  as  well.     In  addition  to  the  usual  proce- 
dures for  eligibility  determination  described  above,  a 
supplementary  "Application  for  Retroactive  MA"  DSS  3243 
must  be  completed   (Exhibit  XV) .     Verification  of  medical 
expenses  is  a  prerequisite  for  retroactive  eligibility, 
and  there  is  a  form  "Statement  of  Retroactive  Medical  Ex- 
penses" that  must  be  completed  for  this  purpose.  Besides 
pro-rating  income  on  a  one  or  two  month  basis,  all  other 
property  standards,  deductions,  and  disregards  are  the 
same  as  those  used  in  the  usual  eligibility  determination. 
Procedures  for  entry  of  the  case  on  the  eligibility  file 
are  identical  also,  except  that  the  certification  period 
is  only  one  or  two  months.     The  client  is  notified  by  card 
receipt,  or  a  spend-down  letter  designating  the  amount 
that  must  be  paid  prior  to  receipt  of  his  card. 

In  general  there  are  very  few  shortened  retroactive 
eligibility  periods  because  general  hospitals  and  long 
term  care  facilities  are  quick  to  initiate  applications  for 
potentially  eligible  patients.     Thus,   few  apply  long  after 
the  medical  care  was  received.     Some  counties  avoid  retroac- 
tivity by  maintaining  close  contact  with  their  major  providers. 
For  example,   a  worker  in  Kalamazoo  visits  providers  once 
a  week  to  discuss  possible  referrals  and  sends  a  letter 
she  has  developed  to  patients  in  an  effort  to  initiate 
application   (Exhibit  XVI) .     Other  counties  have 
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EXHIBIT  XV 


APPLICATION   FOR   RETROACTIVE  MA 

(SUPPLEMENT  TO  APPLICATION  FORMS  DSS-322  AND  DSS-323) 
State  of  Michigan 
Department  of  Social  Services 


r 


ASSISTANCE  PAYMENTS  WORKER: 


SECTION    I.    CASE  IDENTIFICATION 


In  Sections  II,  III,  and  IV  enter  the  montn(s) 
of  the  retroactive  eligibility  period  for  which 
medical  assistance  is  being  requested.  - 

CASE  N  A  v  E 

CO. 

DIST. 

UNIT  WORKER 

/ 

PRO. 

FAMILY  NUMBER 

SUFFIX 

SECTION 


EARNED  INCOME 


If  you  or  any  member  of  your  family  was  employed  at  any  time  during 
following  section. 


complete  the 


Name  of  person 
who  worked 
(Last,  First,  Middle) 


HOW  OFTEN 
PAID 


Check 


Wages 
before 
eductions 
(gross 
income) 


City 
i  ncomc 
taxes 


Begir 
dele 


End 
date 


None  and  address 
of  employer 


r 


SECTION    III.    OTHER  INCOME 

If  you,  your  spouse.,  and  or  children  had  any  of  the  income  listed  below  at  any  time  during 


check  "yes"  and  give  the  amount  and  dates.  If  you  did  not  have  the  income  at  any  time  during  the  period  indicated, 
check  "no".    EVERY  ITEM  MUST  BE  COMPLETED. 


TYPE    OF  INCOME 

Yes 

Re^'d. 

Dale 

End 
Date 

TYPE    OF  INCOME 

Yes 

Rec'd. 

Ei 

Dot r 

Social  security  benefits,  monthly 

Check  proper  boxes 
income  from:                       How  often: 
[~~\  Roomers             l7]  Weekly 

|"j   Bccrdcrs                1     I  Monthly 

.>oc»ol  sccixty  benefits,  monthly 
'ipousc  anj  children) 

^'ippoft  or  alimony  (or  self,  spouse  and 
.hildren  (monthly) 

Workmen's  compensation 
(weekly) 

Poilroad  Roitfcment  (mo.n*hly) 

Interest  or  dividends  (c.cteily' 

Veteran's  benefits 
(monthly) 

s 

Pensions 
(monthly) 

Unemployment  compensation 

Rcaular  help  from  relatives  cr  friends 

.monthly) 

IV        nd  other  form  income 

(>  early) 

Income  from  fro, ring 
[monthly) 

income  from  rent  (check  one) 
|  -  |  weekly          [~  |  monthly 

Other  income  (what  and  how  often?) 

DSS-  3243  (1 1-  73) 
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SECTION  IV.  PROPERTY 


EXHIBIT  XV 


If  you,  your  spouse,  and  children  had  any  of  the  property  listed  below  at  any  time  during 

check  "yes"  and  give  the  value  of  the  property.    If  the  value  of  the  property  varied  during  cated  above 

list  the  various  amounts  and  dates  for  each  type  of  property  for  which  the  value  varied.    If  you  did  not  have  the  type  of 
property  at  any  time  during  the  period  indicated  above,  check  "no".    EVERY  ITEM  MUST  BE  COMPLETED. 


TYPE  OF  PROPERTY 

YOURS 

YOUR  HUSBAND'S  OR 
WIFE'S 
AND  CHILDREN'S 

Yes 

No 

'  Volue  and  riate 

Yes 

No 

Value  ond  date 

Real  estate,  not  including 
your  home 

$   •  • 

Savings  account 
(including  earned  interest) 

$ 

$. 

Checking  account 

$ 

$ 

Automobiles  or  other  vehicle 

Make                     |  Year 

$ 

$ 

Stocks  ond  savings  bonds 
(including  corned  dividends) 

$ 

$ 

Livestock  and  form 
equipment 

s 

s 

Life  estate 

$ 

$ 

Trust  fund 

$ 

$ 

Savings  certificates 

$ 

$ 

Money  held  by  onother 
person 

$ 

$ 

Boots,  snowmobiles,  campers, 
trailers,  etc. 

$ 

$ 

Other  (specify) 

i 

$ 

SECTION    V.  SIGNATURE 


PENALTIES  FOR  FRAUD  The  state  law  provides  penalties  for  persons  found  guilty  of  obtaining  assistance 
for  which  they  ore  not  eligible  by  making  false  statements  or  by  failing  to  report  their  true  circumstances  or 
FAILING  TO  REPORT  PROMPTLY  any  changes  in  their  circumstances.  If  evidence  indicates  that  such 
individuals  have  wilfully  violcted  the  law,  they  v/ill  be  referred  to  the  proper  law  enforcement  authority  for  in- 
vestigation and  possible  prosecution. 

ANYONE    WHO    AIDS   another  person  to  obtain  assistance  fraudulently  is  subject  to  the  same  penalties. 


Signature.  .  Date 


(Applicant  or  person  octino  for  applicant) 

(Monfri) 

(Day! 

(Year) 

Two  witnesses  only 
if  signed  by  mark  X 

1.  SIGNATURE  OF  WITNESS 

2.  SIGNATURE  OF  WITNESS 

DSS-3243  01-73)  (Bock)  7]_ 


EXHIBIT  XVI 


K£LMAZGO  COUNTY  DEPARTMENT  OF  3CCIAL  SERVICES 
666  Porter  Street. 
Kalamazoo,  Michigan  49007 

RE: 


Dear 

This  department  has  received  a  referral  from  the  hospital  concerning 
possible  assistance  with  the  recent  expense  incurred  there  by  ycu  or 
member  of  your  family.    We  are  wondering  if  ycu  find  yourself  in  a 
position  of  needing  financial  assistance  with  this,  expense.     If  you 
intend  to  make  application  for  assistance  through  the  Department  of 
Social  Services,  would  you  please  contact  me  at  382-2870  and  advise 
us  of  your  intent? 

If  we  do  not  hear  from  you  within  five  (5)  days,  we  will  assume  that 
you  have  made  arrangements  with  the  hospital  for  payment,  and  will 
•not  be  applying  for  assistance.    The  request  from  the  hospital  will 
be  denied  at  that  time. 

Very  truly  yours, 


(Mrs.)  Helen  Like,  Assistance  Payment  Worker 
Kalamazoo  County  Dept.  of  Social  Services 

HL/dc 
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workers  stationed  at  the  hospitals  for  this  purpose  as 
well . 

In  visits  to  counties,  there  was  a  remarkable  consis- 
tency in  the  application  of  these  procedures  for' eligibil- 
ity determination  among  the  intake  workers.  Variability 
was  limited  to  areas  where  intake  workers  were  given  some 
discretion.     But  in  general  it  seems  that  a  client  found 
to  be  eligible  in  one  county  would  most  likely  be  eligible 
in  all  of  the  other  eighty- two  counties. 
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2.1.3    The  Spend-Down  Case 

Whether  a  case  is  a  spend-down  is  not  identified  until 
the  end  of  the  eligibility  determination  process.  Resource 
requirements  and  disregards  have  already  been  applied:  a 
spend-down  is  one  who  still  has  excess  income  after  all  medi- 
cal expenses  have  been  deducted.     In  Michigan,   there  are  three 
types  of  spend-downs,  and  they  are  all  treated  differently. 
Spend-downs  in  long  term  care  and  acute  hospital  situations 
are  called  "patient  pay"  clients'^;   all  others  are  called  spend- 
downs  in-own- home. 

Although  technically  it  is  not  excess   (over  the  protected 

income  level)   income  that  is  being  contributed  to  cost  of  care, 

2 

long  term  care  clients  are  considered  spend-downs.       The  DSS 

i 

531A  is  essential  in  determining  the  patient  pay  amount  (see 
Exhibit  XIII) ,  since  it  shows  the  cost  of  care  in  the  facility. 
If  the  client's  excess  income  is  greater  than  the  cost  of  care, 
he  is  denied  MA;  if  it  is  less,   he  is  eligible,   and  Medicaid 
pays  the  difference.     The  case  is  immediately  entered  onto  the 
eligibility  file  and  is  certified  for  12  months.     The  531A  is 
returned  to  the  provider  and  is  used  for  billing  purposes, 


In  the  past,   the  patient  pay  amount  for  these  clients 
was  called  the  "institutional  code." 

2 

If  no  dependents  remain  at  home,   a  monthly  $25  is  allowed 
the  long  term  care  patient  pay  client  for  personal  expenses. 
In  addition,   $20  disregard  is  applied  for  unearned  income;  thus 
there  may  be  up  to  a  total  $45  withheld.     Among  the  medi- 
cally needy,   aged,   blind,   and  disabled  the  remainder  of  the 
income  is  contributed  to  the  cost  of  care. 
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showing  the  amount  to  be  collected  from  the  client.  The 
only  time  the  patient  pay  amount  is  changed   (other  than  a 
grant  increase  or  other  income  change)   is  v/hen  there  is  a 
non-Medicaid  expense  "offset"/  which  is  taken  out  of  the  pa- 
tient's contribution. 

Similar  transactions  occur  for  the  "acute  patient  pay" 
client  admitted,  or  anticipating  admission,   into  a  general 
hospital.     The  DSS  1645A  (Exhibit  XII)   arrives  from  the  hos- 
pital showing  the  date  of  admission.     If  the  estimated  cost 
of  care  is  greater  than  the  excess  income,  he  is  immediately 
certified  for  MA  for  six  months  and  entered  into  the  system. 
He  receives  his  card  and  a  letter  from  the  county  explaining 
that  he  must  contribute  his  "excess  income"  to  his  hospital 
bill    (Exhibit  XVII) .     If  the  cost  of  care  shown  on  the  1645A 
is  less  than  the  client's  excess  income,   he  is  denied  MA  and 
is  fully  responsible  for  his  hospital  bills. 

For  the  client  with  excess  income  who  has  no  incipient 
hospital  or  long  term  care  needs,  his  case  is  denied,  pending 


If  there  is  a  delay  in  processing  the  case,   the  county 
sends  the  provider  a  form  estimating  the  amount  of  the  patient 
pay,   so  that  billing  can  begin.     In  the  case  of  changes  in  the 
patient  pay  amount,   a  special  notification  letter  is  sent  by 
the  county  to  both  client  and  provider. 
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EXHIBIT  XVII  STATE  OF  MICHIGAN — 


WILLIAM  G.  MILLIKEN.  Governor  WAYNE  COUNTY 

DEPARTMENT  OF  SOCIAL  SERVICES 

DEPARTMENT  OF  SOCIAL  SERVICES  woTempie 

Detroit.  Michigan  48201 

R.  BERNARD  HOUSTON.  Director 


r  n 

Re :    Case  No. : 

L  J 

Dear 

Your  application  for  medical  assistance  has  been  carefully  reviewed.  Based  on  the 
information  you  furnished  with  regard  to  your  income,  family  size,  and  medical 

expenses,  we  find  that  by  medical  assistance  standards  you  have  $  to  be 

paid         monthly,  once  for  this  six-months  period,  toward  your  expenses  (or 

for  a  member  of  your  family)  in  a  medical  institution. 

In  so  doing,  you  will  make  it  possible  for  us  to  issue  your  medical  assistance 

authorization  card  effective  so  that  other  medical  expenses  covered  by 

this  program  will  be  paid. 

Your  authorization  card  will  be  mailed  to  you  within  a  few  days.     It  will  contain 
the  names  of  those  persons  in  your  family  who  are  eligible  for  medical  assistance 
and  must  be  presented  whenever  medical  services  are  requested.    You  will  note  that 
the  card  has  an  expiration  date.    A  redetermination  of  your  eligibility  will  be 
necessary  on  or  before  that  date  if  you  continue  to  require  assistance. 

It  is  your  responsibility  to  notify  this  office  promptly  (within  14  days)  of  any 
change  in  your  circumstances  which  might  affect  your  eligibility,  such  as  changes 
in  living  arrangements,  income,  or  property. 

We  will  be  glad  to  answer  any  questions  you  may  have  concerning  this  action.  If 
you  then  believe  that  the  decision  is  not  in  accordance  with  the  state  law  or  the 
rules  of  the  Department  of  Social  Services,  you  are  entitled  to  a  hearing  before  a 
representative  of  the  State  Director.     If  you  desire  a  hearing,  you  may  submit  any 
form  of  written  request  or  use  the  Department  form  which  may  be  obtained  from  this 
office . 

Very  truly  yours , 


,  Worker 


Telephone : 


DSS-1 13  WC  (4-70) 


iitii 

iui 
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the  incurrment/payment  of  adequate  medical  expenses .that  will 
negate  his  excess  income.     He  receives  a  denial  letter,  DSS 
114   (Exhibit  XVIII)   and  a  Report  of  Medical  Expenses  form 
with  instructions  to  list  the  medical  expenses  he  incurs  or 
pays  until  they  equal  his  excess  income.     Then  he  is  to  re- 
turn it  to  the  county  office  for  further  consideration  of  his 
case. 

Contrary  to  the  immediate  entry  of  the  "patient  pay"  cli- 
ents into  the  eligibility  file,   these  cases  are  denied  until 
the  SD  is  successfully  fulfilled,   at  which  time  they  will  be 
certified  for  the  remainder  of  the  six  months  starting  at  the 
initial  application."^"    This  differential  handling  is  highlighted 
in  the  case  when  an  originally  in-own-home  spend-down  case  is 
hospitalized.     If  the  county  worker  decides  to  retain  the  in- 
own-  home  status,   the  patient  must  accrue  and  pay  for  expenses 
in  his  hospital  stay,   and  only  afterwards  receive  his  card. 
(He  must  pay  his  bills  because  hospitals  are  a  Medicaid-covered 
expense.)     On  the  other  hand,   the  county  worker  may  choose  to 
reprocess  the  case  as  an  "acute  patient  pay"  client,   in  which 
case  the  client  will  receive  a  card  immediately,  and  will  be 
able  to  work  out  a  deferred  payment  agreement  with  the  hospital 


In  the  case  of  a  spend-down  in  a  retroactive  eligibility 
period,   the  appropriate  portion  of  the  bills  must  be  paid,  in 
the  order  that  they  were  incurred.     There  is  a  four-month  time 
limit  on  this  fulfillment  of  the  spend-down. 
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EXHIBIT  XVIII 


STATE  OF  MICHIGAN 


WILLIAM  G.  MILIIKEN,  Governor 

DEPARTMENT  OF  SOC!AL  SERVICES 

K  BERNARD  HOUSTON,  Director 


r 


L 


_j 


Your  application  for  medical  assistance  (MA)  has  been  carefully  reviewed.  Based  on  the  information 
you  furnished  with  regard  to  income  and  property,  family  size,  and  medical  expenses  we  find  that  by 

medical  assistance  standards  you  have  $  which  you  must  use  toward  medical  expenses 

during  the  period   through   . 

The  payment  of  your  medical  expenses  totaling  this  amount  is  your  responsibility.  These  will  not  be 
paid  by  MA. 

On  the  reverse  side  of  this  letter  you  will  find  a  form  on  which  to  list  your  medical  expenses  as  they  are 
incurred.  Please  follow  instructions  regarding  completion  of  the  form.  If  your  medical  expenses  are 

equal  to  the  amount  shown  above  before  return  the  form  to  this  office  for 

review.  You  may  return  it  by  mail  or  in  person.  If  the  deductions  are  allowable,  you  will  be  issued  an 
MA  authorization  card  which  will  entitle  you  to  receive  covered  medical  services  excluding  the  amount 
indicated  above. 

If  this  form  is  not  returned  before  you  will  not  be  eligible  for  medical  assistance 

without  making  another  application. 

If  you  believe  this  action  is  incorrect,  improper,  or  illegal,  you  may  request  a  review  or  a  hearing  of  the" 
decision  by  notifying  the  county  department  or  state  office  by  telephone,  in  person,  or  by  written 
request.  If  a  hearing  is  held,  you  may  have  present  witnesses  you  believe  may  be  helpful  to  you.  You 
have  the  right  to  be  represented  by  legal  counsel,  or  by  a  relative,  friend,  or  other  spokesman,  or  you 
may  represent  yourself;  however,  this  agency  does  not  reimburse  for  any  legal  expenses. 


MICHltV1 


1 


IHI 
CUM 


1 


DSS-1 14  (Rev.  6-73) 
Previous  edition  Is  obsolete 


Very  truly  yours, 
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REPORT  OF  MEDICAL  EXPENSES 
EXHIBIT  XVIII  State  of  Michigan 

Department  of  Social  Services 


COUNTY  DEPAR1  MENT  OF  SOCIAL  SERVICES  AND  ADDRESS 

1                            "                                                  =  ' 

<A.f,E  NUMBER 

FAMILY  NUMBER  SUFFIX 

CASE  NAME:  ( 

_ast)                                   (first)  (Middle) 

CO. 

DIST. 

ELIGIBILITY 

UNIT 

WORKER 

TO  RECIPIENT: 
requested  informa 
list  which  are  cove 
(Your  worker  will 

Each  tim2  medic. ll  expenses  are  incurred  by  eligible  members  of  your  family,  complete  one  line  of  the  form  giving  all 
:ion.  DO  NOT  COMPLETE  LAST  COLUMN.  Keep  receipts  for  all  expenses  which  you  pay  for.  Any  expenses  you 
-ed  by  the  MA  Program  must  heve  a  receipt  for  payment  submitted  in  order  for  them  to  be  allowed  as  a  deduction, 
be  able  to  assist  you  in  this  u>?;ermination.) 

DATE  OF 
SERV  ICE 

NAME  OF  FAMILY  MEMBER 

BRIEF 

DESCRIPTION  OF  SERVICE 

AMOUNT  OF 
CHARGE 

TOTAL 
AMOUNT  TO 
D  ATE 

WORKED 
COM  PUTA1  ION 

I  certify  that  the  above  medical  expenses  were  incurred  for  the  family  member  specified. 


Signature  Date 
 DO  NOT  WRITE  BELOW  THIS  LINE   

REMARKS: 

DSS-114  (Rev.  6-73)  (Pack)  BY    

Authorized  Signature  Date 
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if  necessary.     Clearly,   the  impact  on  the  individual  differs 
in  these  two  cases. 

Another  burden  on  the  in-own-home  spend-down  is  the  re- 
sponsibility for  accumulating  his  medical  expenses.  County 
workers  feel  this  is  the  most  difficult  part  of  Medicaid  for 
clients . to  understand,  and  they  feel  the  denial  letter  is  con- 
fusing and  inadequately  instructive."'"     Clients  must  skillfully 
manage  their  budgets  in  order  to  incur  or  pay  six  months'  worth 
of  excess  income,  must  know  what  expenses  to  pay  or  incur. 
Furthermore,  contrary  to  the  policy  dictated  by  the  state,  most 
counties  insist  that  medical  expenses  for  the  spend-down  be 
paid,  not  merely  incurred.     It  was  on  this  issue  of  incurrment 
versus  payment  that  the  most  variation  in  state  policy  imple- 
mentation occurred. 

There  is.  yet  another  potential  problem  in  the  in-own-home 
spend-down  case.     Prior  to  application,   the  individual  had  been 
handling  his  medical  expenses  himself,  and  since  his  income  was 
low,  had  been  careful  about  his  expenditures.     Most  likely  he 
had  been  minimizing  medical  care.     Suddenly  he  must  spend  a 


Accounting  departments  and  social  workers  in  institu- 
tions are  experienced  in  explaining  and  working  out  payment  ar- 
rangements for  clients.     The  in-own-home  spend-down  case  re- 
ceives no  such  help  ether  than  what  the  intake  worker  at  the 
county  DSS  has  time  for;   nor  is  it  stressed  at  any  time  by  any- 
one that  the  sooner  the  client  fulfills  the  spend-down,   the  lon- 
ger his  eligibility  period  will  be.     As  it  stands,   there  is  no 
incentive  to  spend  down  quickly  and  maximize  his  benefits. 
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considerable  sum  of  money   (since  his  excess  is  pro-rated  for 
six  months)   before  he  can  qualify  for  a  Medicaid  card.  This 
rapid  change  of  behavior  is  often  a  major  barrier  in  success- 
ful fulfillment  of  the  spend-down. 

Many  in-own-home  spend-down  cases  never  return  to  the 
county  office,  not  being  able  to  fulfill  their  spend-down  for 
any  of  these  suggested  reasons.     This  in  part  explains  the 
small  proportion  of  these  cases  relative  to  the  institutional 
patient  pay  cases.     In  addition,  the  impact  of  the  low  protec- 
ted income  level  relative  to  the  public  assistance  grants  re- 
quires the  in-own-home  spend-downer  to  spend  down  to  virtual 
poverty,  which  is  a  dubious  alternative  to  the  status  quo,  un- 
less there  is  an  actual  medical  expense  threatening  indigence 
anyway . 
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2.1.4    Classification  of  Recipients  ■ 

Medicaid  recipients  are  classified  and  identified  in 
the  CIS  along  two  parameters — -their  categorical  relatedness 
(their  program)   and  their  level  of  care,  which  deals  basically 
with  types  of  long  term  care.     The  program  codes,  which  are  mu- 
tually exclusive,   are  as  follows: 

GROUP  I  GROUP  II 

Categorically  Needy  Medically  Needy 


A: 

Aged  (SSI) 

Mi 

Aged 

B: 

Blind  (SSI) 

0: 

Blind 

E: 

Disabled  (SSI) 

P: 

Disabled 

C: 

ADC 

N: 

ADC 

N: 

ADC-related  MA-only 

Q: 

Under  21 's 

Q: 

Under  21 ' s  MA-only 

The  level  of  care  code  is  used  for  the  most  part  to  iden- 
tify long  term  care  recipients,   since  the  programmatic  codes 
above  do  not,  and  to  control  utilization  by  cross  checking 
provider . identifiers  with  the  type  of  care  he  is  providing  re- 
cipients.    The  level  of  care  codes  include  the  following  types 


of  long  term  care. 

Supervised  personal  care  01 

Nursing  care — basic  02 

Nursing  care — skilled  03 

Mental  health  facility  04 


Psychiatric  ward  in  state  institu- 
tion 

Psychiatric  ward  in  general  hospi- 
tal or  non- state  mental  hospital 
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HMO  07 

Acute  care  in  general  hos- 
pital,  including  TB  for 
under  21 's  and  over  65 !s  09 

Both  the  program  codes  and  level  of  care  codes  are  used 
uniformly  throughout  the  state.     The  codes  can  be  changed  by 
calling  to  the  Regional  Communications  Centers  with  a  correc- 
tion to  CIS  input,   as  will  be  discussed  in  Section  2.1.7.  In 
the  present  system,  a  spend-down  case  can  be  identified  by  nei- 
ther of  these  codes,  but  rather  by  two  items  of  information  in 
the  eligibility  input  document — Case  Status  Notice,   DSS  5A. 
(See  Exhibit  XIV) .     A  special  09  3  code  indicates  that  the  re- 
cipient has  excess  income,  while  an  089  means  no  excess  income. 
Furthermore,  a  redetermination  date  must  be  shown  for  all  098 's. 
While  redetermination  is  automatically  12  months  after  applica- 
tion for  089 's  and  LTC  cases   (except  for  ADC  cases,  which  are 
six  months) ,   for  acute  patient  pay  and  in-own-home  spend-down 
cases,  no  redetermination  date  must  be  shown.     It  is  auto- 
matically six  months  after  the  application  date.     A  9999  code 
is  entered  for  the  redetermination  date  which  generates  auto- 
matic termination  of  the  case  after  six  months. 

"Prior  authorization"  codes  are  being  instituted  which 
will  provide  information  on  individual  client  health  care  needs. 
The  items  of  information  this  code  covers  are  for  long  term  care 
recipients—whether  they  are  Group  I  and  II,   the  begin  and  end 
dates  of  their  eligibility,  the  amount  of  their  patient  pay,  and 
their  level  of  care  code.     Similar  information  will  be  coded  for 
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HMO  recipients  and  Group  II  patient  pay  clients  in  acute  hos- 
pitals.    These  codes  will  classify  each  recipient   (rather  than 
the  case  as  a  whole) ,  providing  more  precise  information  on 
health  needs  and  patient  pay  amounts  than  is  now  available. 

2.1.5    Card  Issuance 

The  input  of  a  5A,   entering  a  case  into  the  statewide  eli- 
gibility file,  generates  a  DSS-110 — a  Medicaid  eligibility  card. 
Although  a  card  can  be  issued  on  any  day  of  the  month,   it  is 
good  for  the  entire  month.     Thus,  if  a  case  is  entered  on  the 
25th  of  the  month,  the  usefulness  of  the  card  is  forfeited  un- 
less there  are  incurred  Medicaid  bills  waiting  to  be  picked  up. 
Since  the  card  issuance  system  has  a  rapid  turnover  and  cards 
usually  go  out  within  48  hours  after  the  5A  information  was 
called  in,  there  are  no  temporary  or  county  cards. 

All  adults  in  each  case  receive  cards  with  eligible  chil- 
drens '  names  listed.     Cards  are  mailed  to  the  adult  or  third 
party  when  identified,   for  instance  a  nursing  home  for  an  el- 
derly recipient.     Cards  can  be  replaced  if  they  contain  er- 
roneous information,   if  they  are  lost,  or  if  there  is  an  addi- 
tion or  a  new  eligible  family  member.     Card  replacement  must 
be  requested  by  a  worker  in  the  county  DSS  calling  into  the 
state  office  system.     HMO  members  receive  Medicaid  cards  in- 
dicating "dental  only",   since  all  other  health  services  are 
provided  through  the  HMO. 

With  the  initial  DSS-110  "Medical  Assistance  Authoriza- 
tion" is  an  enclosure   (DSS  1600)   describing  the  use  of  the 
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card   (Exhibit  XIX) .     An  updated  1614  on  benefits  is  currently- 
being  developed.     This  is  the  only  information  the  client  will 
receive  formally  regarding : the  benefits  he  is  entitled  to  and 
how  he  can  procure  them. 

The  stated  purpose  of  the  Medicaid  card  is  to  identify 
eligible  clients  for  providers.     The  information  given  on  the 
card  is  the  names  and  ages  of  all  recipients  within  the  case, 
the  eligibility  period,  the  client's  categorical  relatedness 
(program) ,  and  if  Group  I  or  II    (scope  of  coverage) ,   the  county- 
unit-worker  who  processed  the  case,  the  case's  spend-down  or 
patient  pay,   the  case's  level  of  care,   any  third  party  insu- 
rance, a  case  number  and  a  unique  recipient  ID  number  for  each 
member  of  the  case.     Since  information  on  the  entire  case  is 
undifferentiated   (the  level  of  care,   the  spend-down  amount,  in- 
surance, etc.),  it  is  impossible  to  identify  the  needs  and  sta- 
tus of  each  member.     Conceivably  more  than  one  case  member  may 
have  a  patient  pay  amount,   likewise  a  level  of  care  code,  etc. 
This  has  produced  difficulties  in  correct  billings,   and  in  ca- 
ses when  there  are  two  doctors  treating  two  family  members. 
This  problem  is  being  resolved  by  the  institution  of  the  "prior 
authorization"  code  discussed  in  the  previous  section. 

The  other  problem  specific  to  the  card  issuance  system  in- 
volves the  inability  to  stop  and  start  a  case  mid-month.  Eli- 
gibility and  card  issuance  revolves  on  a  f irst-of-the-month  cy- 
cle only,  making  overpayments  for  no  longer  eligible  recipients 
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EXHIBIT  XIX 


PROVIDER  INFORMATION 

1.  .Only  those  persons  listed  under  "Eligible  Person"  ere  authorized" 
for  medical  assistance  benefits  according  to  the  scope  of  coverage 
Indicated.  "... . 

2.  Eligibility  for  persons  in  the  Q  program  terminates  on  their  21  st 
birthday.-  •  •  ■-     -  -  .-.  '  "] 

3.  This  cord  certifies  eligibility  only  for  the  period  indicated.-      -  - 

4.  Check  with  the  recipient  {or  other  possible  payment  sources. 
Michigan  reimburses  only  after. other  available  resources  have  been' 
depleted.    .  .'  .  • '.  '      .-"  .. 

.5.  To  receive  payment  for  medical  services,  the  provider  must  lie- 
enrolled  in  the  medico!  assistance  program.  If  you  wish  to  be  enrolled  ■ 
os  o  provider,  contact  the  State  Department  of  Social  Services-.  • 

6.  Services  provided  clients  in  states  other  than  Michigan  may  be 
subject  to  special  limitations.  Prior  approval  may  be  required  except 
in  emergencies.     •         •  '.  .'    .        -..''*'.  . 


DSS-T10  (Rev.  6-73)  (Back)  - 


RECIPIENT  INFORMATION 

V., Sign  this  card  at  once  and  keep  it  in  your  possession"  os  yoir  must' _ 
present  it  each  time  you  request  medical  assistance  s«rvices_  " 

2.  If  you  lose  this  card  or  have  questions  about- ft/  contact- your 
county  Deportment  of  Social  Services.  -  -      -         •  -      -  - 


;.'  ....  '  '  -  WARNINGS      .  . 'w.:. '  ' 

The  uso  of  this  card  fo  request  services  for  persons  other  than  those 
iisted  on  the- other  side  constitutes  fraud.- Anyone  who  aids  another 
person  to  obtain  assistance  fraudulently  is  subject  •  to  •  the  some 

penalties.;   •  •  ••*  ~--  J   ■  -     -  ■      :-~  -• 

-This  card  is-VOH>if  any  addition;  or  changes  are. made,  on  itL  -  - 


3.  -I  hove  read  and  understood  the  above  information.  - 


Signature 


Recipient  or  responsible  aduli 
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EXHIBIT  XIX 


MEDICAL  ASSISTANCE  AWARD  NOTICE 
Medical  assistance  has  been  approved  for  persons  listed  on  the  enclosed  medical  assistance  authorization  card. 

Only  those  persons  listed  on  the  card  are  eligible  to  receive  medical  assistance  benefits.  The  date  in  block  1  shows  the 
period  in  which  you  may  receive  benefits.  The  type  of  coverage  you  have  is  in  block  7. 

If  you  do  not  receive  a  money  grant  from  our  department,  you  may  be  required  to  contribute  toward  the  cost  of  your 
care  in  a  hospital  or  nursing  home  if  your  income  is  more  than  allowed  under  the  program.  If. you  are  required  to  pay 
toward  your  care,  you  will  be  notified  by  another  card. 


Please  read  the  instructions  on  the  back  of  your  authorization  card  before  using  it  and  see  the  back  of  this  card  for 
additional  information. 

(over) 


DSS-1600  (3-71) 

(Replace*  DSS-111.  SB-112,  DSS-113,  DSS-113WC,  DSS-115.  and  SB— 129,  which  ore  obsolete)  do  x  1*1*2-0 


CLIENT  INFORMATION 

You  will  recall  you  have  agreed  to  notify  your  county  department  of  social  services  within  14  days  of  any  changes  in 
your  situation,  such  as  changes  in  address,  employment,  income,  property,  number  of  persons  in  the  house  or  other 
changes. 

Information  about  medical  assistance  and  the  services.-covered  under  this  program  is  contained  on  the  enclosed  medical 
assistance  benefit  description  card.  If  you  should  have  any  additional  questions,  your  county  department  of  social  services 
will  always  be  happy  to  discuss  them  with  you. 


If  you  then  believe  this  assistance  is  incorrect,  improper,  or  illegal,  you  may  request  a  review  or  a  hearing  of  the  decision 
by  notifying  the  county  department  or  state  office  by  telephone,  in  person,  or  by  written  request.  You  are  entitled  to 
representation  by  an  attorney  or  other  person  of  your  choice;  however,  this  agency  does  not  reimburse  for  any  related 
costs. 


Michigan  Department  of  Social  Services 

DSS-1600  (beck)  (3-711  oo  xj  »!*»-• 
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EXHIBIT  XIX 


MEDICAL  ASSISTANCE  BENEFIT  DESCRIPTION 

Group  1 


If  your  medical  assistance  authorization  card  indicates  Group  1  coverage,  the  following  may  be  included  in  covered 
services  for  you  when  medically  necessary  and  furnished  by  eligible  providers: 


1. 

2. 
3. 
4. 

5. 
6. 

NOTE: 


Inpatient  hospital  services. 

Outpatient  hospital  services. 

Skilled  nursing  care  in  certified  facilities. 

TB  and  mental  hospital  care  for  persons  65 

or  older. 

Services  of  physicians. 
Laboratory  and  X-ray  services. 


7. 

8. 

9. 
10. 
11. 
12. 


Family  planning  services. 
Specified  home  health  services. 
Physical  therapy. 
Prescribed  drugs. 
Oxygen. 

Limited  ambulance  services. 


For  additional  information  regarding  services,  especially  those  which  are  limited,  please  contact  your  county 
department  of  social  services. 

(Sea  other  tide  for  ifo/emenf  of  Group  2  toncf/fj) 


DSS-1614  (3-71) 


DO  X-1SIX4-0 


Group  2 

If  your  medical  assistance  authorization  card  indicates  Group  2  coverage,  the  following  may  be  included  in  covered 
services  for  you  when  medically  necessary  and  furnished  by  eligible  providers: 


1.  Inpatient  hospital  services. 

2.  Skilled  nursing  care  in  certified  facilities. 

3.  TB  and  mental  hospital  care  for  persons  65 
or  older. 

4.  Laboratory  and  X-ray  services. 


5.  Specified  home  health  services. 

6.  Physical  therapy. 

7.  Limited  ambulance  services. 

8.  Limited  outpatient  hospital  services. 

9.  Limited  services  of  physicians. 


NOTE:  If  you  are  required  to  pay  toward  your  care,  you  may  use  the  payment  of  noncovered  medical  expenses  to 
reduce  your  "patient  pay  amount".  These  noncovered  medical  expenses  may  be  for  yourself  or  any  member 
of  your  family.  Please  contact  your  county  department  of  social  services  for  information  on  procedures  for 
doing  this. 

For  additional  information  regarding  services,  especially  those  which  are  limited,  please  contact  your  county 
department  of  social  services. 


OSS-1614   <beck)  (3-71) 


DO  MJU7.Q 
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highly  likely.     A  day-by-day  eligibility  period  system  is  be- 
ing proposed  and  developed  at  this  time.     There  are  other  prob- 
lems regarding  card  issuance,  but  these  are  due  mere  to  delays 
in  processing  cases  at  local  DSS's  and  delays  in  the  SDX  tapes 
beginning  and  terminating  Medicaid  eligibility  for  SSI  recipi- 
ents.    Both  of  these  inhibit  timely  receipt  of  cards  by  cli- 
ents potentially  in  need. 

2.1.6     Redetermination  and  Termination 

Although  most  cases  are  automatically  recertified  at  the 
end  of  their  eligibility  periods ,   the  policy  on  redetermination 
is  that  it  is  mandatory.     All  Group  I  and  II  cases  except  ADC, 
have  redeterminations  every  12  months;   all  ADC  cases  every  six 
months.     For  excess  income  recipients,   long  term  care  cases 
must  be  redetermined  every  12  months.     Acute  hospital  and  in- 
own-home  cases  must  re-apply  every  six  months,   since  they  are 
the  only  cases  that  will  be  automatically  terminated  at  the 
end  of  their  eligibility  periods. 

The  process  of  redetermination  is  triggered  by  the  state 
sending  counties  print-out  recording  the  cases  needing  rede- 
termination two  months  prior  to  the  end  of  cases'  eligibility 
periods.     At  the  same  time,  the  state  sends  notices  and  appli- 
cation forms  to  clients.     Redeterminations  are  the  responsibility 
of  assistance  payments  workers  who  are  habitually  backlogged  and 
behind,   and  thus  have  little  opportunity  to  contact  clients  to 
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encourage  completion  of  the  application.     Thus  the  initiative  to 
redetermine  must  come  solely  from  the  recipient,  who  must  com- 
plete the  application  and  return  it  to  the  county  DSS  where 
the  AP  worker  determines  eligibility  anew.     Often  the  client 
cannot  complete  the  form  entirely  and  comes  to  the  office  for  help. 

If  a  recipient  does  not  respond  to  his  redetermination  no- 
tice ,  the  AP  worker  must  terminate  the  case  by  calling  in  to 
the  Regional  Communication  Center  and  registering  a  negative 
action  code.     This  in  turn  generates  a  10-day  notice  of  case 
action,   sent  to  the  client,   stating  the  date  of  termination 
and  reason.     If  the  client  does  not  respond  to  this  notice, 
the  case  is  terminated.     Unless  the  AP  worker  calls  in  the 
negative  action  code,  however,   the  case  will  be  renewed, 
for  another  twelve  of  six  months,  regardless  of  whether  the  re- 
determination was  completed  or  not. ^    Since  AP  workers  are  often 
behind  on  redeterminations,   it  is  likely  that  many  cases 
are  continued  because  of  the  default  of  any  positive  action 
by  client  or  worker. 

Other  than  no  response  to  redetermination  notices,  reasons 
for  terminations  are  principally  death,  and  a  change  in  a  cli- 
ent's circumstances  rendering  him  ineligible.     Registering  ter- 
minations is  said  to  be  traditionally  slow  and  inaccurate, 


Cases  that  are  not  terminated  continue  to  show  up  as 
overdue  for  review,   although  payments  on  their  behalf  are 
made.     This  does  not  apply  to  acute  hospital  patient  pay  and 
spend-down  cases  who  are  unilaterally  terminated  and  receive 
30-day  notices  prior  to  termination. 
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mainly  due  to  delays  in  the  local  DSS's  feeding  in  negative  acti 
codes  so  that  the  state  information  system  generates  the  cut- 
off.    Thus  cards  continue  to  be  sent  out  unnecessarily  to  in- 
eligible clients,  constituting  a  potentially  significant  cost- 
critical  factor  in  the  Medicaid  program. 

2.1.7    Case  Maintenance 

Changes  due  to  grant  increases,  or  to  variable  circum- 
stances surrounding  a  case,   involve  action  by  AP  workers  and 
the  state.     The  goal  is  to  keep  the  CIS  up  to  date  and  accu- 
rate and  to  keep  recipients  informed  of  their  status  in  the 
system.     Any  change  in  a  case  must  be  registered  with  the  Re- 
gional Communications  Centers.     AP  workers  call  in  the  infor- 
mation and  receive  a  hard  copy  print-out  of  the  transaction 
from  the  state  office  in  confirmation.      (DSS-5B:     CIS  Case 
Status  Correction  Notice) 

Such  a  notice  of  change  can  generate  a  variety  of  actions 
and  responses  by  the  state.     If  it  involves  a  reduction  in  MA 
coverage   (from  Group  I  to  Group  II) ,   an  increase  in  patient 
pay  amount,  a  termination,   a  Notice  of  Case  Action,  DSS-1605 
(Exhibit  XX)    is  sent  out  to  the  client,   informing  him  that  ap- 
propriate action  will  be  taken  in  10  days.     The  client  is  ad- 
vised of  his  right  to  request  a  hearing. 

Some  changes  in  cases  must  be  handled  locally,  however, 
and  usually  involve  changes  in  a  client's  level  of  care  (for 
example,   a  patient  leaving  an  acute  general  hospital  and  trans- 
ferring to  a  long  term  care  facility  for   recovery) .     This  is 
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EXHIBIT  XX 


NOTICE  Of  CASE  ACTION 

r 

CASE    NAME                         1      CASE    MJMdER      |  CO.  |  DIST.  I    UNIT    IWORKERl          CURRENT    DA  I E 

1 

i 

Effective^ 

Your  ossistance  will  be  changed  as  follows: 

/ 

1 

CLIENT    NAME    AND    ADDRESS                                                    COUNTY    DEPARTMENT  ADDRESS 

1 

• 

in 
a 

X 

"  REASON: 

DSS-1605 
(3-71) 

(Replaces  DSS-122 
which  is  obsolete) 

"  (OVER) 

INSTRUCTIONS 

If  you  have  any  questions  about  this  scheduled  change,  please  contact  your  county  department  of  social  services.  If  you 
desire,  you  and  whoever  you  wish  to  accompany  you  may  meet  with  your  worker  and  his  supervisor  to  discuss  this  change 
or  submit  any  additional  information  you  feel  may  affect  this  change. 

If  you  believe  this  change  is  incorrect,  improper,  or  illegal  you  may  request  a  review  or  a  hearing  of  the  decision  by  noti- 
fying the  county  deportment  or  state  office  by  telephone,  in  person,  or  by  written  request.  You  are  entitled  to  represen- 
tation by  an  attorney  or  other  person  of  your  choice;  however,  this  agency  does  not  reimburse  for  any  related  costs. 

A  request  for  a  hearing  should  be  made  promptly  so  it  reaches  the  county  department  before  the  "effective  date"  of  the 
change  as  shown  on  the  other  side  of  this  card.  If  you  do  not  request  a  hearing  by  this  "effective  date,"  the  change  will 
be  made  as  scheduled. 

Michigan  Department  of  Social  Services 

OSS  1605  (back)  (3-71) 
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most  problematic  when  a  patient  pay  amount  is  involved.  Both 
a  1645A  and  a  531A  form  must  be  completed,  and  the  patient 
pay  amount  must  be  recomputed.     This  often  is  a  time-consuming 
confusing  procedure.     Similarly,  since  long  term  care  clients 
are  evaluated  for  the  appropriateness  of  their  care  every  six 
months,  there  are  frequent  changes  in  levels  of  care  received. 
Any  change  requires  not  only  input  into  CIS,  but  also  a  notice 
to  the  client  and  the  provider.     All  of  these  activities  in- 
volved with  case  maintenance  in  part  explain  why  AP  workers  are 
often  backlogged  and  unable  to  do  redeterminations.     It  is  also 
understandable  since  the  present  caseload  ratio  for  MA  workers 
is  690:1. 
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3 . 0     Management  of  Title  XIX  and  the 
Spend-down  Program 


3 . 0  Management  of  Title  XIX  and  the  Spend-down  Program 

3.1  Information  System  on  Recipients 

When  Title  XIX  was  instituted  in  Michigan,  its  eli- 
gibility and  recipient  information  was  added  on  to  the 
existing  Public  Assistance  file,  creating  what  is  known 
as  PAMA."*"     Input  into  PAMA  involved  paper  forms  filled  out 
by  counties,  mailed  in  to  the  state  where  they  were  key 
punched,  and  registered  on  the  file.     It  could  take  between 
five  and  thirty  days  to  enter  a  new  case  onto  the  eligi- 
bility file.     The  sole  purpose  of  PAMA  was  to  keep  track 
of  eligibility  and  to  issue  cards,  notably  not  for  manage- 
ment reporting,  or  accountability  to  providers. 

The  Touche-Ross  study  identified  an  improved  system 
for  handling  client  information  as  a  primary  goal.  The 
result  was  CIS   (Client  Information  System) ,  which  was  de- 
signed and  implemented  between  1970  -  1972.     Its  objectives 

2 

were  as  follows: 

©  Identify  and  enroll  people  into  administered  pro- 
grams . 

©  Issue  authorization  cards  for  Medicaid. 

©  Provide  county  and  state  personnel  with  responsive 
statewide  file  inquiry  capability. 

©  Permit  centralized  maintenance  of  medical  and 
public  assistance  information. 

"^PAMA  stands  for  Public  Assistance  -  Medical  Assistance. 
2 

State  of  Michigan  DSS,  Description  of  the  Client  In- 
formation System,  November  197  3,  p.  2. 
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©  Provide  reports  to  assist  county  case  management. 

©  Give  Medicaid  providers  necessary  recipeint  eli- 
gibility information. 

©  Insure  that  the  above  is  done  in  a  timely,  economic, 
and  efficient  manner. 

1 

CIS  was  created  solely  for  Medical  Assistance. 

The  first  step  in  implementing  CIS  was  purifying  the 

2 

existing  file,  which  produced  the' following  results: 

©  1,211  recipients  had  duplicate  social  security 
claim  and  account  numbers; 

•  9,159  recipients  had  duplicate  names  and  dates 
of  birth; 

@  6,636  cases  appeared  to  have  excessive  grants; 
©  72,000  recipients  were  possible  duplicates;  and 

•  120,000  recipients  had  significant  Medicaid  eli- 
gibility discrepancies. 

The  second  step  was  creating  a  system  to  handle  information 

transactions  on  a  real  time  basis.     An  on-line  system  was 

developed,  with  five  Regional  Communications  Centers  to 

3 

handle  all  inputs  into  CIS.       In  addition,  selected  county 
offices,  medical  institutions,   and  the  State  office  have 
Video  Data  Terminals,   for  accessing  required  CIS  informa- 
tion.    Both  of  these  helped  achieve  statewide  file  clear- 
ance for  inquiries  and  responses  on  client  and  case  eli- 
gibility matters.     For  every  information  transaction  a  hard 

"^The  development  of  the  CIS  was  awarded  5  0%  federal 
matching  grants. 
2 

DSS,   op. cit. ,  p.  7. 

3  . 

Consolidation  of  these  RCC ' s  into  a  centralized  state 

information  center  is  currently  being  contemplated. 


copy  confirmation  is  distributed  to  the  county  for  the  storage 
in  the  case  record. 

Once  the  CIS  was  established  for  MA,  it  became  clear  that 
its  usefulness  was  severely  limited  without  integration  with 
the  other  programs  a  client  could  receive.     Even  further,  it 
was  found  vital  also  to  identify  all  transactions  that  occur 
on  each  client's  behalf,   such  as  the  claims  paid  for  services 
he  received.     This  caused  the  expansion  of  CIS  to  embrace  most 
DSS  and  state  programs  as  well  as  management  reporting  func- 
tions, as  is  depicted  in  Figure  1. 

FIGURE  1 


PROGRAM  SUPPORT  CHARACTERISTICS 


Source:     State  of  Michigan  ^SS,  description  of  the  Client 
Information  System,  November  19  73,  p.  2. 
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Currently  CIS  is  being  converted  to  a  Honeywell  system 
which  will  be  completed  by  July  1975,  greatly  expanding  the 
storage  and  operations  capabilities  of  the  system.  Social 
service  and  foodstamps  information  systems  will  be  integrated 
into  CIS  at  that  time.     Another  contemplated  improvement  is  to 
perform  budget  computations  centrally.     This  will  be  useful  not 
only  for  controlling  the  error  rate,  but  also  for  updating  chan- 
ges in  grant  levels  which  now  must  be  performed  manually  at  con- 
siderable cost.     The  institution  of  a  binary  system  is  also  be- 
ing considered  in  order  that  every  transaction  could  be  recor- 
ded. 

At  the  present  time,   three  recipient  files  exist- — alphabe- 
tic,  case,  and  recipient   (each  individual  in  a  case) .  Currently 
1.4  million  cases  are  stored — 770,000  active  and  650,000  inac- 
tive.^"   Every  eligibility  period  of  every  case  and  recipient  is 
registered  in  the  files,  along  with  all  the  stops  and  starts. 
The  information  on  file  is  that  which  is  contained  in  DSS-5A, 
the  eligibility  input  document.     Thus  for  spend-down  cases,  the 
patient  pay  or  spend-down  amount  for  each  eligibility  period  is 
shown.     In  addition  to  the  data  provided  by  the  5A,  a  complete 
listing  of  all  invoices  paid  on  behalf  of  any  individual  can 
also  be  accessed. 


In  addition,   52,000  crippled  children  cases  are  on  file, 
17,000  active  and  35,000  inactive. 
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A  special  unit,   the  exception  and  certification  unit, 
is  charged  with  keeping  CIS  accurate.     This  unit  therefore  re- 
ceives all  immediate  case  closures  due  to  death,  changes  in 
client  circumstances,   and  sends  out  10-day  negative  action  no- 
tices.    Further,  the  unit  registers  all  changes  to  CIS,  answers 
all  provider  inquiries  regarding  client  eligibility,  and  issues 
duplicate  cards  when  requested.     Regional  offices  and  terminals 
also  perform  some  of  these  transactions. 
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3.2    Providers  in  the  Medicaid  System 

■   ii  i        i  ■  ■        —  m 

3.2.1  Enrollment 

The  fundamental  philosophy  in  the  State  DSS  is  that  success 
in  administering  the  Title  XIX  program  lies  with  providers.  Re- 
cipients are  essentially  a  given  in  the  system,   and  it  is  the 
providers  who  deliver  the  goods  of  the  program  to  them.  Expres- 
sive of  this  philosophy  is  the  importance  given  to  provider-ori- 
ented activities.     Part  of  the  impetus  for  establishing  CIS  was 
to  increase  the  accessibility  of  client  eligibility  information 
to  providers  as  a  guarantee  against  invalid  and  unpaid  bills  for 
services  rendered.     A  primary  incentive  for  developing  the  highly 
automated  Invoice  Processing  system  was  to  get  payments  out  fast 
and  accurately — not  only  for  the  state's  sake  (to  avoid  incor- 
rect or  unnecessary  payments),  but  also  for  providers*  sake. 

All  providers  participating  in  Medicaid  must  be  certified 
and  licensed  by  the  Department  of  Licensing  and  Regulation. 
When  DSS  took  over  fiscal  agent  responsibilities  in  1972-1973, 
contractual  agreements  were  signed  with  each  provider.     The  num- 
ber of  providers  increased  from  11,000  in  January  1973  to  21,720 
in  December  1973,   in  response  to  the  shift  in  management  and  to 
the  addition  of  new  services  to  the  program.     Providers'  parti- 
cipation in  Medicaid  is  strictly  limited  to  the  provision  of 
services.     Although  they  are  allowed 

 1  

If  a  provider  is  dropped  from  the  program,   the  action  must 

be  cleared  by  this  body  and  by  the  Department  of  Public  Health 
or  Mental  Health. 
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to  check  on  the  eligibility  of  clients,  providers  have  no 
activity  in  eligibility  determination. 

A  state  provider  file  is  essentially  a  register  of  all 
providers  enrolled  in  the  program.     It  is  possible  to  access 
every  bill  paid  to  each  provider  as  well  as  every  service  ren- 
dered by  each  provider  to  each  recipient. 

3.2.2     Rate  Setting,  Audits,  Cost  Settlements,   and  Billings 

Each  category  of  providers  is  audited  and  reimbursed  un- 
der separate  agreements  and  by  different  procedures.  Further- 
more,  there  are  billing  problems  specific  to  each  type  of  pro- 
vider. 

One  billing  procedure  must  be  followed  by  all  providers 
and  this  involves  third  party  liabilities.     The  basic  policy 
on  billings  involving  third  parties  is  that  Medicaid  must  be 
billed  last,   and  this  is  implemented  uniformly.  Providers 
are  responsible  for  dividing  the  bill  appropriately  when  the 
third  party  is  Medicare.     The  third  party  insurer  must  be 
billed  prior  to  billing  Medicaid.     Upon  collection  of  payments, 
the  provider  must  bill  Medicaid  the  difference.     When  there  is 
a  patient  liability  in  addition  to  a  third  party  insurer,  the 
third  party  payment  is  applied  to  the  portion  of  the  bill  ex- 
cluding the  patient  liability.     Medicaid  would  pay  the  balance 
once  the  third  party  liability  was  paid.     Only  if  the  third 
party  liability  exceeded  its  and  Medicaid's  portion  of  the  bill 
could  it  mitigate  the  patient  liability  amount. 
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The  Department  of  Public  Health  is  under  contract  to  set 
the  rate  for  each  long  term  care  facility  enrolled  in  the  Title 
XIX  program.     DPH  also  does  the  audit  and  cost  settlement,  in 
accordance  with  the  ceiling  and  profit  margin  suggested  jointly 
by  DSS  and  the  Nursing  Home  Association  and  passed  yearly  by 
the  state  legislature.     Basically,   reimbursement  is  based  on  a 
daily  rate  which  constitutes  costs  plus  $1.75  per  day,  not  to 
exceed  the  prescribed  ceiling.     This  daily  rate  times  the  to- 
tal number  of  days  constitutes  the  gross  payment  which  is  ad- 
justed for  third  party  insurance,  patient  pay  amount,   and  off- 

.  1 
sets . 

The  major  problem  with  long  term  care  reimbursement  lies 

in  offsets,  which  have  sometimes  been  misused  as  a  way  of  get- 

2 

ting  more  money  out  of  Medicaid.  Services  which  can  be  provi- 
ded at  little  or  no  cost  to  the  nursing  home  are  overcharged  to 
the  client  and  are  taken  out  of  his  patient  pay.  Since  the  pa- 
tient pay  amount  is  decreased,  Medicaid  pays  more  in  making  up 
the  difference  of  the  cost  of  care.  Physical  therapy,  consist- 
ing of  a  walk  down  the  hall  and  constituting  a  charge  of  $25, 


Long  term  care  units  in  hospitals  are  audited  by  DSS. 
Reimbursement  rates  are  computed  by  a  base  rate  and  40%  of  the 
excess  up  to  the  ceiling. 

2 

An  estimated  50  out  of  400  long  term  care  institutions 
are  offenders. 
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is  the  most  notorious  example  of  offset  abuse.  In  January 
1975,  9%  of  the  total  patient  pay  amount  was  offset,  total- 
ling $252,000. 

Controls  on  the  abuse  of  offsets  have  been  instituted, 
by  requiring  prior  approval  on  certain  services,  and  by  ac- 
cessing statistics  on  how  much  of  the  patient  pay  amount  is 
used  in  offsets  in  an  effort  to  target  abusers.     Under  consid- 
eration are  the  requirement  of  paid  receipts  for  all  services, 
a  document  signed  by  the  client  for  receipt  of  the  service, 
and  the  establishment  of  a  recovery  and  appeal  process  to  col- 
lect the  fraudulent  offset  monies  from  the  institution. 

Another  problem  has  been  the  by-passing  of  Medicare  bil- 
lings because  Title  XIX  reimbursement  rates  are  higher.  Split- 
ting the  billing  between  Medicare  and  Medicaid  is  the  duty  of 
the  institution.     Controls  on  this  abuse  have  been  instituted, 
flagging  offenders  and  disallowing  100  days  for  each  recipient 
eligible  for  Title  XVIII  until  Medicare  is  billed. 

DPH  is  under  contract  with  DSS  to  evaluate  periodically 
the  health  care  needs  of  all  long  term  care  clients.  Profes- 
sional teams  working  out  of  the  local  DPH  offices  review  and 
recommend  levels  of  care  for  each  recipient  documented  on  the 
R-10,  nursing  care  evaluation  form.     The  R-10  is  registered  on 


Charges  for  supplies  which  should  be  included  in  the  in- 
stitution's per  diem  rate,  podiatrist  pedicures,  legitimately 
billable  Medicaid  physician  services,  oxygen,  expensive  equip- 
ment for  high  risk  patients,   are  other  examples  of  offset  abu- 
ses . 
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CIS  which  generates  notices  to  clients  and  providers  if  any 
changes  are  necessary."'"    This  system  of  care  evaluation  con- 
stitutes yet  another  control  on  provider  activites  and  utili- 
zation of  program  services  in  general. 

Audits  and  rate  setting  for  most  hospitals  is  performed 
in- house  at  DSS.       Reimbursement  rates  are  specific  to  each 

2 

hospital  and  are  based  on  costs  relative  to  operating  charges. 
There  is  an  automatic  audit  that  flags  all  hospitals  billing 
for  over  $100,000  worth  of  services.     Further,  hospitals  are 
sent  annual  inquiry  forms  researching  third  party  liabilities 
and  their  collection. 

Mechanisms  for  identifying  the  .patient  pay  amount  for  in- 
dividuals with  excess  income  are  well  developed.     For  every 
Medicaid  recipient,  Group  I  or  II,  a  1645A  form  is  ferried 
back  and  forth  between  the  hospital  and  county  office.  This 
form  confirms  a  client's  eligibility  and  identifies  patient  pay 

amount     if  any. 


A  provider  can  request  a  higher  level  of  care  which  again 
must  be  approved  by  DPH.     An  R-19  records  this  transaction  and 
updates  the  CIS. 

other  words,   hospitals  are  reimbursed  at  cost  without 
factor . 


In 

a  profit 
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The  1645A  is  used  to  cross-check  against  the  in- 
formation received  from  the  5A  when  the  case  was  entered  onto 
CIS.     The  patient  pay  amount  is  always  applied  to  the  in-pa- 
tient charge — never  to  practitioner  services. 

Medicaid  pays  the  hospital  for  the  charge  minus  the  pa- 
tient pay  amount,   leaving  collection  of  the  recipient  liability 
entirely  to  the  hospital.'''    This  division  of  responsibilities 
is  borne  out  by  the  fact  that  BUMA  is  unaware  of  any  problems 
providers  are  having  in  collecting  the  patient  pay  amounts. 
In  reality,  hospitals  are  having  considerable  difficulty  in  v. 
this  matter.     Most  find  collection  agencies  too  punitive  and 
prefer  arranging  deferred  payment  agreements  with  recipients. 
However,  even  this  tactic  is  said  to  usually  fail.  Although 

hospitals  are  instructed  not  to  write  off  these  uncollected 

2 

amounts  as  bad  debts,  many,   in  fact,  do.       Invariably,  these 
defaulted  liabilities  ultimately  increase  the  next  year's  rates. 

Hospital  administrators'   complaints  about  their  role  in 
the  Medicaid  system  focused  on  their  dealings  with  the  county 

3 

DSS's.     In  particular,   they  find  1645A  procedures  inefficient. 
Frequently  county  departments  are  slow  at  filling  the  1645 's  out 

Once  the  patient  pay  is  deducted  from  one  bill,   it  will 
no  longer  be  deducted  on  subsequent  ones. 

2 

They  are  supposed  to  register  these  amounts  m  the  cost 
report  as  gross,  as  if  they  were  collected. 

3  . 

Nursing  home  administrators  lodged  a  similar  complaint 

regarding  the  531A. 
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and  returning  them,   thus  delaying  provider  billings.  Similarly, 
delays  in  eligibility  determinations  on   Calready  admitted)  pa- 
tients put  hospitals  in  the  awkward  position  of  having  to  pro- 
vide services  with  no  guarantee  of  reimbursement. 

Reimbursement  of  practitioners  is  according  to  charges  or 
regionalized  prevailing  fees,^"  whichever  are  less.  Increasing 
awareness  of  practitioner  abuse  has  stimulated  the  institution 
of  several  controls  implemented  January  19  75.  Maximum  billing 
identifiers  have  been  built  into  the  invoice  processing  system 

so  that  practitioners  charging  more  than  $100,000  per  year  to 

2 

Medicaid  are  flagged.     Further,   there  is  quarterly  surveillance 
of  providers  charging  more  than  $25,000.     For  such  providers 
there  is  a  special  audit  and  cost  settlement.       Based  on  a  sus- 
picion that  there  is  widespread  over-utilization  in  the  form  of 
doctor  shopping,   another  control  that  is  being  considered  is  re- 
designing Medicaid  cards  so  that  only  three  visits  per  month  are 
allowed.      (Each  provider  would  have  to  sign  the  card.) 

Pharmacies  are  reimbursed  at  acquisition  costs  plus  a  $2.19 
fee  per  prescription,   as  long  as  the  total  does  not  exceed  over 
the  counter  prices.     No  abuse  by  pharmaceutical  providers  has 
been  identified  other  than  billings  for  drugs  and  supplies  which 


There  are  four  regions  in  the  state.     These  regionalized 
fees  are  used  by  Title  XVIII  and  were  developed  by  the  Michi- 
gan/California study. 

2 

For  podiatrists,  optometrists,   and  dentists,  there  is  a 
$60,000  annual  limit. 
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should  be  part  of  nursing  home  per  diem  rates.     A  surveillance 
of  drug  billings  to  nursing  home  recipients  has  been  instituted 
to  control  this  abuse. 
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3. 3     Invoice  Processing 

The  same  study  that  produced  CIS  identified  the  selection 
of  a  new  fiscal  agent  as  an  area  of  needed  reform.     The  DSS 
won  in  competitive  bidding  and  assumed  the  fiscal  responsibili- 
ties between  April  1972  and  March  1973.     The  success  of  DSS's 
performance  as  fiscal  agent  is  seen  in  a  25%  reduction  in  pro- 
cessing costs,  improved  provider  relations,  and  greater  availa- 
bility of  services  to  recipients,  due  largely  to  increased  par- 
ticipation by  providers. 

A  highly  automated  invoice  processing  system  was  developed, 
located  in  the  state  DSS.  Estimated  costs  per  invoice  run  at  $.75. 
Eighty-three  percent  of  all  claims  are  paid  in  14  days;  99.5% 
in  20  days.     Part  of  the  implementation  of  the  present  system 
was  extensive  training  of  providers  on  billing  procedures,  re- 
cognizing that  efficiency  of  the  automated  system  depended  on 
the  accuracy  of  the  inputs.     Toll-free  lines  to  BUMA  maintain 
this  contact,  avoiding  delays  caused  by  rejected  claims  by  prior 
resolution  of  inquiries  by  telephone. 

All  invoices  are  received  in  the  Lansing  DSS  and  are  first 
hand-screened  for  completeness  and  signatures.      (Validity  of  in- 
voices depends  on  the  provider  signature) .     Invoices  are  then 
machine-numbered  with  a  claim  reference  number  made  up  of  the 
year,  date,  and  a  sequence  number.     Then  all  claims  are  micro- 
filmed,  three  copies  made  and  stored.     Invoices  are  then  sent 
over  to  the  OCR  (Optical  Character  Recognition)  machine  which 
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converts  the  information  to  magnetic  tapes  for  editing.  The 
claims  are  then  processed  and  approved,  pended,  or  rejected. 

Rejected  claims  do  not  meet  edit  criteria.  Rejections 
for  inappropriate  diagnosis,  treatment,  or  billings  are  first 
reviewed  in  the  Invoice  Processing  Division  and  resolved 
there  if  possible.     Should  review  be  necessary  by  a  physician 
it  is  then  sent  down  to  the  Michigan  Department  of  Public 
Health  for  review  and  resolution.     Resolved  claims  are  sent 
back  through  the  computer  system  on  an  on-line  VDT  system. 

Accepted  claims  are  edited  daily,   for  review  of  diagnoses, 
appropriateness  of  charges,   etc.     They  are  also  run  against  eli- 
gibility and  provider  files  for  validation.     These  edits  gener- 
ate the  history  files. 

Claims  which  pend  because  of  the  edits  are  resolved  in-house. 
A  special  resolution  unit  works  with  the  counties  and  providers 
to  resolve  ambiguities  on  charges.     The  governing  policy  is  that 
if  a  client  has  a  card,   the  bill  should  be  paid.     Rejection  for 
inappropriate  diagnosis,   treatment,  or  billing  is  resolved  by 
DPH  as  with  pended  claims. 

For  claims  that  pass  all  the  edits,  warrants  and  checks  are 
printed  for  weekly  payments.     Along  with  payments,  providers  re- 
ceive monthly  "Remittance  Advice"  which  identifies  the  reasons 
for  pending  of  any  claims. 

Fifteen  percent  of  the  claims  are  already  processed  by 
some  providers,  who  send  in  tapes  ready  for  editing  and  print- 
ing of  warrants.     These  tape-to-tape  systems  involve  generally 
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only  major  providers   (like  county  or  city  hospitals)   or  large 
pharmaceutical  chains  who  have  centralized  billings.  Figure 
II  depicts  the  entire  invoice  processing  and  payments  cycle. 

It  is  important  to  bring  attention  to  the  policy  under- 
lying this  invoice  processing  system,   expressive  of  the  atti- 
tude that  providers  are  considered  the  key  to  effective  func- 
tioning of  the  Medicaid  system.     Every  attempt  is  made  to  re- 
solve billing  problems  in-house  and  to  avoid  returning  invoi- 
ces unpaid  to  providers.     Although  fundamentally  an  effort  to 
maintain  smooth  provider  relations,  this  orientation  is  a  re- 
alistic accommodation  to  a  given.     Providers  are  primarily 
concerned  with  reimbursement  of  their  services,  and  they  will 
cooperate  as  long  as  this  function  is  performed  expeditiously. 
For  this  reason,   the  highly  mechanized  and  speedy  invoice  pro- 
cessing system  was  developed,  and  the  policy  of  in-house  reso- 
lution and  payment  when  possible  is  followed. 
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FIGURE  2 


COMPUTER  OUTPUT 


Source:     State  of  Michigan  BUMA,  DSS,  First  Annual  Re- 
port of  the  Medical  Assistance  Program,  1974. 


110 


3. 4     Quality  Control  and  Appeals 

Another  form  of  management  and  control  of  the  Medicaid 
program  is  through  the  agency  of  quality  control  and  appeals. 
Quality  control  is  a  way  of  protecting  the  tax  dollar  by  test- 
ing the  accuracy  of  program  implementation.     Appeals,  on  the 
other  hand,!  protect  the  recipient  population,   allowing  it  to 
protest  the  system. 

Although  it  was  not  federally  mandated,  Michigan  conduc- 
ted MA  quality  control  from  Medicaid's  inception  in  1966  until 
1970.     It  was  terminated  because  the  error  rate  seemed  low 
enough  and  because  MA  was  generally  eclipsed  by  publicity  on 
ADC  error  rates.     Although  there  has  been  no  quality  control 
since  1970,   several  informal  studies  and  internal  program  au- 
dits have  continued  its  surveillance  function. 

Planning  for  the  federally  mandated  MA  quality  control  in 
July  1975  is  in  process.     The  sample  size  will  be  prescribed 
by  HEW,   in  terms  of  a  number  of  cases  per  month.     The  sample 
will  include  open  and  closed  cases  in  both  Group  I  and  II. 
Spend-down  and  patient  pay  cases  will  be  included  in  the  sam- 
ple.    The  quality  control  process  will  involve  eligibility  de- 
termination on  the  first  of  each  month,  regardless  of  when  the 
case  was  approved  or  when  redetermination  was  made.     The  inves- 
tigation will  involve  case  review,   complete  verifications  of 
every  item  in  eligibility  determination,  and  interviews  with 
the  client  in  a  home  call  and  with  collaterals. 
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Decisions  on  each  case  will  be  written  up  as  reports  and 
will  be  referred  back  to  the  county.     Reports  will  be  analyzed 
in  terms  of  the  types  and  numbers  of  errors,   in  terms  of  recur- 
rent problematic  eligibility,  and  income  factors.     These  analy- 
ses,  targetting  areas  needing  reform,  will  be  forwarded  to  the 
Director  and  deputies  of  DSS  and  to  the  training  division  for 
further  action. 

In  the  past  MA  quality  control  programs,  there  were  no  sig- 
nificant problems  elicited  concerning  spend-down  or  patient  pay. 
These  cases  were  found  to  be  correctly  handled  for  the  most 
part.     Therefore,  no  particular  problems  specific  to  the  program 
are  anticipated  in  July. 

Besides  being  a  sounding  board  for  recipient  reaction  to 
the  medical  assistance  system,   appeals  are  also  useful  as  feed- 
back on  county  performance  and  as  a  vehicle  of  policy  clarifi- 
cation.    The  process  of  registering  an  appeal  begins  with  a  writ- 
ten request  sent  to  the  county  or  state  DSS.     A  case  review  is 
made,  based  on  circumstances  at  the  time  the  appeal  is  lodged. 
A  hearing  is  held  in  which  the  client  and  eligibility  worker  in 
question  may  appear,   and   a  decision  on  the  case  is  made. 

Few  appeals  concern  spend-down  or  patient  pay.     For  example, 
in  December  1974,  out  of  80  appeals,   2.5%,  and  in  January  197  5, 
out  of  100,   5%  were  on  spend-down  or  patient  pay  cases.  The 
few  such  cases  that  appeal  are  most  frequently  protests  against 
the  low  protected  income  levels.     As  far  as  appeals  can  be  indi- 
cative of  the  fairness  of  county  departments'  decisions,   it  seems 

there  is  no  gross  mismanagement  of  the  spend-down  and  patient 
pay  program. 
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3.5     Title  XIX  Administrative  Costs 
3.5.1     State  Level  Costs 

A  primary  impetus  cf  the  management  analysis  of  1969, 
the  development  of  CIS  and  the  sophisticated,  highly  auto- 
mated Invoice  Processing  system,  was  to  increase  program 
efficiency  and  to  cut  administrative  and  operations  costs. 
Identifying  inefficient  and  costly  areas  of  the  program 
outside  payments  for  services  has  been  the  target  of  many 
of  the  self-evaluative  activities  and  internal  audits 
routinely  performed  by  the  Michigan  DSS . 

Administrative  costs  can  be  accessed  in  two  ways:  the 
yearly  budget  that  is  presented  to  the  legislature  for 
the  program's  appropriations  and  federal  quarterly  reports. 
Since  administrative  costs  are  eligible  for  federal  match- 
ing, they  prefigure  in  these  reports. 

In  general,  the  Michigan  DSS  is  confident  that  admin- 
istrative costs  are  reasonably  low  and  well  controlled. 
This  is  substantiated  by  the  thrust  of  the  current  budget 
cutting  activities  to  eliminate  a  $180  million  deficit. 
The  identified  budget  paring  items  are  uniformly  program- 
matic rather  than  administrative.  They  deal  with  eligibil- 
ity matters  and  benefit  policies  rather  than  with  the  way 
the  program  is  run.     Not  one  target  of  the  budget  cuts 
points  to  a  significant  administrative  inefficiency. 

Partly  this  bias  is  explained  by  budget  cuts  having 
to  produce  immediate  results.     Clearly  limiting  eligibility 
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criteria  or  the  services  the  Medicaid  dollar  can  buy  can 
be  implemented  and  show  changes  within  a  matter  of  weeks. 
Administrative  changes  are  slower  to  institute  and  slower 
to  produce  economies.     Furthermore,  there  are  many  cost 
critical  areas  well  recognized  by  the  DSS  which  are  long 
range  planning  goals.     None  of  these  will  produce  the 
breadth  of  impact  desired  in  current  budget  cutting  activ- 
ities . 

Data  available  on  program  and  administrative  costs 
are  limited  to  aggregated  figures  for  the  entire  state. 
No  proportions  of  county  costs  can  be  segregated  from 
these  totals.     County  DSS's  do  not  do  their  own  budget 
development  or  reporting:     This  is  a  regional  office  func- 
tion.    The  regional  directors  submit  county  statistics 
directly  to  Lansing  where  they  are  aggregated  for  the 
state-wide  program  data. 

In  1974  total  Title  XIX  program  costs  totalled 
$498,620,520.     Of  these,   $475,315,457  represent  payments 
for  services,  while  $23,077,896  are  administrative  costs 
(excluding  training) .     Therefore,  administrative  costs 
represent  approximately  4.6%  of  the  total  and  budget  for 
Title  XIX. 

Administrative  costs  include  Medical  Assistance 
policy  development  and  manual  writing,  invoice  processing 
for  payment  and  audits  of  medical  providers    (BUMA) f 
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county  administrator  salaries,  county  medical  assistance, 
eligibility  staff,  MA  regional  staff,  and  MA  overhead. 
These  administrative  costs,  which  represent  the  amounts 
used  in  federal  reporting,  do  not  include  Medicaid's  por- 
tion of  the  costs  of  the  "Health  and  Welfare  Data  Centre". 
Specifically,  this  refers  to  Medicaid's  computer  time  and 
data  processing  overhead. 

Line  items  within  the  total  administrative  cost 
figure  are  difficult  to  disaggregate  because  Medicaid  ad- 
ministration is  but  one  of  the  activities  performed  by 
each  of  the  DSS  divisions.     For  example,  the  group  that 
formulates  Medicaid  policy  is  part  of  the  AP  division, 
and  administrative  costs  are  given  for  the  division  as  a 
whole.     Proportional  computations  on  the  basis  of  staff 
size  are  also  inaccurate  because  individuals'   time  can  be 
split  between  programs.     The  only  administrative  unit  to- 
tally billable  to  Medicaid  is  BUMA,  whose  administrative 
costs  are  23.6%  of  the  total  administrative  costs  of  Medi- 
caid, and  are  1.1%  of  the  total  program  costs.  Similarly, 
no  data  are  available  disaggregating  administrative  costs 
by  program.     Thus,  there  is  no  way  to  pinpoint  the  "cost" 
of  administering  spend-down,  per  se . 

When  administrative  costs  are  viewed  over  time  in 
relation  to  the  proportion  of  total  Medicaid  dollars  spent 
on  services,  a  trend  is  clearly  visible.  Medicaid 


administrative  costs  have  diminished  over  time  as  a  per- 
centage of  total  program  costs  while  the  cost  of  providing 
medical  services,  i.e.,  benefit  expenditures,  have  in- 
creased. 

3.5.2     Cost  Critical  Areas 

Throughout  this  report,  cost  critical  areas  have  been 
identified  in  describing  the  different  elements  and  pro- 
cesses of  the  Medicaid  system.     At  this  point  they  will 
be  brought  together.     There  are  basically  two  groups  of 
cost  critical  factors;     those  that  are  programmatic  and 
internal  to  the  program,   and  those  that  are  extra-program- 
matic and  have  occurred  as  the  result  of  the  activities 
of  other  agencies  or  omissions  in  or  abuse  of  the  program. 

There  are  several  technical  points  in  the  data  pro- 
cessing and  maintenance  system  that  constitute  programmatic 
cost  critical  factors.     However,  it  is  impossible  to  at- 
tach a  dollar  value  to  them  to  evaluate  their  importance. 
One  of  these  is  the  automatic  continuation  of  cases  at 
the  end  of  the  eligibility  term,  regardless  of  successful 
redetermination  or  not.     The  only  population  that  is  as- 
sumed to  have  varying  eligibility  circumstances  is  the 
acute  patient  pay  and  in-own-home  spend-downs.  Eligibil- 
ity periods  of  these  clients  are  strictly  controlled  by 
automatic  case  terminations.     However,  it  is  generally 


acknowledged  that  the  ADC  population  is  unstable  and  sur- 
rounded by  variable  circumstances .     For  this  reason,  eli- 
gibility periods  for  ADC  clients  are  limited  to  six  months. 
And  yet,  they  too  are  automatically  continued  unless  a 
worker  specifically  takes  action  to  terminate  the  case. 

This  automatic  continuation  policy  is  likely  to 
keep  a  considerable  number  of  ineligible,  or  for  that 
matter,  deceased  clients  on  the  rolls,  receiving  cards. 
Receipt  of  cards  virtually  guarantees  acquisition  of  ser- 
vices, which  ultimately  means  overpayments  by  Medicaid, 
constituting  a  cost  critical  area. 

Similarly,  delays  in  registering  changes  in  case 
status  or  terminations  on  the  CIS  cause  unnecessary  card 
issuance  and  ultimately  overpayments.     These  delays  are  the 
result  of  the  time  required  for  correcting  CIS;   changes  must 
be  phoned  in  on-line  and  are  slow  to  be  integrated  into  the 
data  file.     Another  reason  for  these  delays  is  the  lack  of 
sufficient  telephone  lines  between  the  counties  and  the  Regional 
Communications  Centers.     This  constituted  the  principle  com- 
plaint of  county  staff.     Not  enough  on-line  operators  and 
not  enough  time  allocated  to  each  county  cause  delays  in 
information  inputs  and  sizeable  backlogs  at  the  county  of- 
fices.    Such  delays  endanger  the  accuracy  of  CIS  and  af- 
fect all  of  its  outputs — termination  notices  as  well  as 
MA  cards . 
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Another  CIS  problem  that  may  have  cost  critical  rami- 
fications is  that  the  system  operates  on  a  monthly  cycle. 
Thus,  clients  are  eligible  for  entire  months  rather  than 
portions  of  months.     Similarly,  terminations  can  be  accom- 
plished only  on  the  first  of  the  month.     Thus,  if  a  client 
is  found  to  be  ineligible  mid-month,  there  is  nothing  to 
stop  him  from  continuing  to  use  his  card  for  the  rest  of 
the  month.     At  the  present  time,   institution  of  a  system 
based  on  days  rather  than  months  is  being  considered, 
which  will  control  the  potential  for  over-utilization  that 
exists  in  the  present  system. 

One  "programmatic"  cost  critical  area  concerns  spend- 
down  and  may  imply  that  spend-down   (including  patient  pay) 
is  a  proportionately  more  expensive  program  to  administer 
than  others.     Eligibility  staff  consistently  admitted  that 
spend-down  applications  take  longer  to  process  than  most, 
since  higher  income  means  more  resources  to  research,  more 
income  to  compute.     Further,   spend-down  or  patient  pay 
cases  are  more  difficult  for  clients  to  understand,  and 
thus  intake  workers  must  devote  more  time  to  explanations. 
The  spend-down  case  is  also  found  to  require  more  activity 
on  the  part  of  the  client  amassing  documentation  of  medi- 
cal needs  and  expenses  which  must  be  brought  in  to  the 
DSS.     Although  it  is  supposed  to  minimize  costs  by  avoid- 
ing processing  unnecessary  cases   (and  in  particular  to 
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filter  out  unreasonable  excess  income  cases) ,   screening  is 
not  necessarily  a  saving.     Additional  staff  is  necessary 
and  the  screening  decision  itself  requires  a  preliminary 
eligibility  determination  which  takes  time."''     In  reality, 
there  are  no  controls  on  the  length  of  time  which  is  needed 
to  process  spend-down  and  patient  pay  cases,  and  thus,  on 
the  possibly  higher  cost  of  administering  the  spend-down 
program  at  the  local  level. 

Perhaps  the  most  apparent  extra-programmatic  cost 
critical  area  from  the  DSS 1 s  point  of  view  lies  in  the 
agreement  with  SSA  to  make  all  SSI  recipients  automatically 
eligible  for  Medicaid.     This  has  necessitated  incorporation 
of  the  unrealiable  SDX  data  into  CIS,  has  caused  case  pro- 
cessing delays,  and  duplication  of  effort  between  the  county 
DSS 1 s  and  SSA  offices.     Besides  these  administrative  inef- 
ficiencies, there  is  harder  evidence  of  cost  critical  fac- 
tors:    SDX  is  notoriously  slow  in  recording  case  status 
changes  which  results  in  Medicaid  cards  being  sent  out  to 
ineligible  recipients  and  ultimately  Medicaid  overpayments. 

Another  significant  cost  critical  area  is  provider 
abuse  of  the  system  which  was  discussed  in  Section  3.2. 
BUMA  is  acutely  aware  of  these  problems  and  has  instituted 

"*\A  similar  "cost  saving"  policy  is  the  prudent  person 
policy  obviating  the  verifications.     The  saving  here  is 
also  questionable,   since  many  resource  and  income  documents 
are  brought  into  the  DSS  anyway.     Clients  seldom  have  avail- 
able precise  data  on  these  items. 
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surveillance  and  auditing  controls  to  limit  the  abuse. 
The  target  of  these  controls  is  identifying  offenders. 
A  system  of  appeal  and  recovery  of  Medicaid  losses  has 
still  to  be  developed. 

Running  parallel  to  provider  abuse  of  the  system  is 
the  issue  of  recipient  abuse.     However,  there  is  no  formal 
utilization  review  unit  in  the  DSS.     The  only  activities 
in  this  area  are  the  periodic  level  of  care  evaluations 
of  all  recipients  in  long  term  care  institutions  and  the 
fraud  investigations  in  the  Office  of  the  Inspector  Gen- 
eral.    Otherwise,   there  is  no  on-going  surveillance  of  re- 
cipient behavior  within  the  system. 

A  potentially  large  cost  critical  factor  that  is  only 
beginning  to  be  researched  and  controlled  is  the  area  of 
third  party  liabilities.     This  is  relevant  to  spend-down 
in  that  spend-down  and  patient  pay  clients  are  more  likely 
to  carry  third  party  insurance.     A  recovery  program  was 
instituted  in  1971  and  is  presently  initiating  a  variety 
of  activities  to  identify  defaults  in  recovery  of  third 
party  liabilities.     The  primary  effort  is  to  establish  a 
third  party  data  bank  that  could  be  run  against  CIS.  This 
data  bank  would  catalogue  what  clients  hold  third  party 
insurance,   their  policy  numbers,   the  insurance  company, 
and  the  benefits.     Such  a  file  would  be  invaluable  for 
billings  and  checking  on  adequate  collection  from  the  third 
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parties.     At  the  present  time,  only  information  contained 
on  the  insurance  questionnaire  form  is  available  to  cross- 
reference  CIS  and  identify  cases  where  third  party  liabil- 
ity is  an  issue.     Since  the  policy  on  billings  where  there 
is  a  third  party  involved  dictates  billing  Medicaid  last, 
there  is  no  screening  mechanism  built  into  the  invoice  pro- 
cessing system  to  check  on  whether  the  third  parties  have 
been  appropriately  billed.     Thus,  all  activity  in  this  area 
is  limited  to  ex  post  facto  recovery. 

Accordingly,  an  initiative  taken  by  the  third  party 
recovery  unit  is  internal  audits  of  billings.     Such  a  pro- 
cedure successfully  identified  the  practice  of  by-passing 
Medicare  in- joint  billings.     A  penalty  of  the  one  hundred 
day  deduction  has  been  instituted  to  control  this  malfeasance. 
Also,  a  screening  mechanism  has  been  built  into  the  invoice 
processing  system  to  check  on  Medicare. 

The  third  party  unit  is  also  currently  attempting  to 
establish  a  legal  base  for  its  activities.     Most  importantly, 
it  has  no  recourse  beyond  identifying  abuse  at  the  present  time.* 
There  are  manifold  problems  in  securing  reimbursement  from  pro- 
viders or  clients,   and  DSS  is  helpless  without  the  legal  power 
of  recovering  the  amounts  legitimately  due  Medicaid.     An  esti- 
mated $1.2  million  dollars  were  successfully  recovered  by  pur- 
suing third  party  liabilities  last  year,  but  this  is  said  to 
be  barely  scratching  the  surface.     Third  party  liabilities  are 
thus  a  major  cost  critical  area  in  the  program. 
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One  area  that  the  third  party  recovery  unit  has  no 
control  over  is  in  identifying  third  party  liability  in 
the  first  place.     This  totally  depends  on  the  accuracy 
and  diligence  of  the  intake  worker.     Often  recipients  are 
not  clear  about  who  in  the  family  has  health  insurance 
and  what  it  covers.     The  development  of  the  "Medical  As- 
signment and  Questionnaire"  form  was  in  part  to  bring 
attention  to  this  fiscally  important  information  at  the 
time  of  eligibility  determination. 

A  final  extra-programmatic  cost  critical  area  involves 
spend-down  directly  and  is  the  problem  of  defaulted  patient 
pay  liability.     Although  state  DSS  staff  is  for  the  most 
part  unaware  of  this  problem,   it  constitutes  the  major  dif- 
ficulty institutional  providers    (primarily  general  hospi- 
tals)  have  with  the  spend-down  program.     Although  all  hos- 
pitals interviewed  agreed  that  more  often  than  not,  patient 
pay  amounts  could  not  be  collected,  no  data  exists  indi- 
cating the  amount  of  money  involved  and  lost.     If  these 
patient  liabilities  are  never  paid,  the  legitimacy  of  the 
spend-down  program  as  an  actual  saving  for  Medicaid  is 
open  to  question. 

Even  though  hospitals  report  that  they  normally  are 
not  able  to  collect  the  patient  pay  amounts,   it  appears 
that  there  are  ways  in  which  these  defaulted  payments  can 
be  eventually  recovered.     Some  hospitals  write  off  the 
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defaulted  amounts  as  bad  debts  or  as  "uncertified  charity". 
At  the  end  of  the  year  cost  settlement  when  actual  costs 
of  care  are  determined,  these  defaulted  patient  liabili- 
ties increase  the  per  diem  rate  and  thus  impact  Medicaid 
costs . 

Defaulted  spend-down  liabilities  are  most  likely  not 
a  cost  problem  for  practitioners  or  other  community  health 
providers.     The  prevailing  policy  in  most  counties  was 
that  the  in-own-home  spend-down  case  had  to  pay  rather 
than  incur  medical  bills  in  fulfilling  his  spend-down. 
This  serves  as  a  control  against  defaulted  payments. 

When  all  of  these  cost  critical  areas  are  reviewed, 
it  is  significant  that  only  very  few  bear  direct  relation 
to  the  spend-down  program.     This  suggests  that  spend-down 
does  not  present  inordinate*  administrative  difficulties  or 
costs  in  comparison  with  the  rest  of  Medicaid.     The  mech- 
anisms developed  to  implement  spend-down  are  generally  ef- 
ficient and  the  program  effectively  administered. 
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GLOSSARY 


AFDC    -    Persons  qualifying  for  the  Aid  to  Families  with  Dependent 
Children  program  who  are  eligible  for  Medicaid  either  as 
categorically  needy  or  as  medically  needy  recipients. 

OAA    -    Persons  65  years  of  age  or  older  who  are  eligible  for  Medicaid 
either  as  categorically  needy   (as  a  result  of  SSI)   or  medically 
needy  recipients. 

APTD    -    Disabled  persons  who  are  eligible  for  Medicaid  either  as  cate- 
gorically needy   (as  a  result  of  SSI)   or  medically  needy  recipi- 
ents . 

AB    -    Blind  persons  who  are  eligible  for  Medicaid  either  as  categoric- 
ally needy  (as  a  result  of  SSI)   or  medically  needy  recipients. 

MA- 21    -    Persons  under  twenty-one  years  of  age  who  are  eligible  for 
Medicaid  but  are  not  eligible  for  cash  assistance. 

Medically  Needy  protected  Income  Level    -    The  amount  of  income  which  a 
State  designates  as  necessary  for  an  individual  or  family  to 
retain  in  order  to  meet  basic  maintenance  need's.     The  "medically 
needy  band"  is  the  difference  between  the  medically  needy  pro- 
tected income  level  and  the  cash  assistance  income  level  for  a 
particular  category. 

SD    -    Successful  spend-down  case. 

USD    -    Unsuccessful  spend-down  case,  i.e.,  case  which  meets  all  other 
eligibility  requirements  for  Medicaid  but  does  not  incur  health 
expenses  sufficient  to  fulfill  spend-down  liability. 

MN    -    Medically  needy  case  eligible  for  Medicaid  without  having  to 
spend-down. 
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